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“The cough reflex is the watchdog of 
the lungs.” This statement has often been 
used as a text by Dr. Chevalier Jackson 
in stressing the importance of preserving 
the cough reflex. In certain conditions 
where ventilation of the lungs is impaired 
cough is essential in clearing out secre- 
tions. In such conditions the use of opiates 
is contra-indicated as they tend to obtund 
the cough reflex. The figure of speech may 
be carried still further. Cough is import- 
ant in its regular duty of clearing the air 
passages of secretions. It is important in 
that it is often the warning symptom 
which calls our attention to serious mat- 
ters. Persistent cough is the most consist- 
ent and often the only early symptom of 
cancer of the lung. It is the only symptom 
that causes diagnosis to be made sufficient- 
ly early to offer hope in treatment. It is 
cough that calls our attention to the in- 
trusion of foreign bodies into the air pass- 
ages. It is apt to be the symptom that 
brings the patient with pulmonary tuber- 
culosis to the doctor. Truly cough is the 
watchdog of the lungs. 

Secondary affections of the lower air 
passages caused by infections of the nose 
and throat are well known. The patient 
with chronic sinusitis with purulent dis- 
charge which drains into the trachea and 
causes chronic bronchitis or even bron- 
chiectasis has been well advertised in med- 
ical literature. There has also been much 

*Read before the Section on Eye, Ear, Nose and Throat 


Annuai Meeting Oklahoma State Medical Associatior Enid 
April 7, 1936. 
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discussion of certain cases with bronchitis 
and asthma and co-existent chronic sinus 
infection. Some authors advocate very ex- 
tensive sinus surgery in enthusiastic en- 
deavors to eradicate all infection from the 
sinuses. Others belive that only such meas- 
ures as will produce ventilation and drain- 
age of the sinuses are justified. With these 
conditions we are all familiar. These pa- 
tients have a productive cough of greater 
or less severity. To return to our allegory 
of the watchdog, we may say that in these 
instances he is performing his regular 
duty in an orderly way 

There are many cases, however, in which 
cough is a prominent symptom but in 
which there is no direct affection of ‘the 
trachea, bronchi or lungs. Cough in such 
instances may be classed usually as reflex 
cough rather than as necessary cough 
Here we may say that the watchdog seems 
to be suffering from insomnia and is bark- 
ing, not at intruders in the basement, but 
at a truck on a nearby highway or perhaps 
at oil workers over in the next block 
Nevertheless he keeps the patient awake 
at night and causes him to seek assistance 
from the doctor. This type of cough is fre- 
quently caused by stimulation of the sen- 
sory nerves of the nose, throat and ear 
The sympathetic connections of these areas 
and their ganglia with the vagus and 
phrenic nerves, which are directly con- 
cerned with cough, have been well worked 
out. 


We may perhaps best discuss several 
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types of reflex cough due to conditions of 
the nose, throat and ear by briefly describ- 
ing cases illustrating them. 

Case No. 1: Miss J., a saleslady of thirty- 
five, was referred by an internist and an 
endocrinologist for examination of the 
throat and larynx because of a cough 
which had been persistent and annoying 
over a period of about six months. She 
had had repeated physical examinations, 
x-rays of the chest and x-rays of the 
sinuses without any cause for the cough 
being found. Various remedies had been 
given with only temporary relief. Exam- 
ination disclosed a normal throat, larynx 
and nasopharynx and no evidence of in- 
fection of the sinuses. However there was 
a small mass of hyperplastic tissue upon 
the anterior tip of each middle turbinate 
which touched the septum at least part of 
the time. Touching of these masses and 
the contiguous septum with a_ cotton 
tipped applicator caused coughing which 
the patient described as similar to that 
which had been bothering her. The re- 
moval of these masses with a snare gave 
relief from the cough and at least six 
months later there had been no recurrence. 


This type of pathology, in our experi- 
ence, produces sneezing much more often 
than cough. There is very little difference, 
physiologically speaking, between sneez- 
ing and coughing. Sneezing is practically 
always spasmodic and involuntary. Cough- 
ing may be either voluntary or involun- 
tary and it may be as spasmodic as a 
sneeze. The stimulation is often very simi- 
lar and the mechanism as described by the 
physiologists is very similar. There is a 
deep inspiration, closure of the glottis, 
raising of intrapulmonary pressure by the 
accessory respiratory muscles and then 
sudden expulsive expiration. The action of 
the laryngeal and palatal muscles deter- 
mines whether the result is a cough or a 
sneeze. In either event our friend the 
watchdog is at work again, though he may 
have been needlessly alarmed. 


Case No. 2: Miss L., a stenographer of 
thirty who complained of a mild sore 
throat of four weeks duration with a per- 
sistent cough which was always worse on 
lying down and which interfered marked- 
ly with sleeping. She had used various 
and sundry well advertised antiseptics, 
gargles and lozenges with no relief or but 


slight transient relief. Upon examination 
the larynx, pharynx and palate showed no 
more than the congestion which would 
have been caused by the previous sleep- 
less night of coughing. The nasopharvnx 
and nose showed no evidence of inflam- 
mation or discharge. The lingual tonsil 
was sufficiently enlarged so that it just 
touched the upper margin of the epiglottis 
when viewed with the tongue drawn for- 
ward. Treatment of the lingual tonsil re- 
sulted in relief from the cough in a short 
time. 


Chronic lingual tonsillitis is a frequent 
cause of irritant throat symptoms. Cough 
is nearly always among these if the tonsil 
is sufficiently large to touch the epiglottis, 
the faucial tonsils or the lateral pharyn- 
geal folds. Such a cough has exacerbations 
when the tonsil becomes congested or 
swollen. Merely a congestion of the under- 
lving venous plexus may be enough to 
cause contact at times. It is commonly 
worse on lying down and better on sitting 
up. Usually relief of symptoms may be ob- 
tained by repeated applications of silver 
nitrate of moderate strength. Occasionally 
there is such marked enlargement that re- 
moval of the lingual tonsil is indicated. 
Operation in this area should be undertak- 
en only with a great deal of caution as 
hemorrhage is very annoying and the scar 
resulting from extensive re-section may 
be as annoying as the original condition 


Case No. 3: Mrs. B., age twenty-seven, 
wife of a medical student. Four weeks pre- 
vious to her visit to the office she had 
contracted influenza with laryngitis, phar- 
vngitis and rhinitis. She had had fever for 
three or four days and had remained in 
bed during that period. During the second 
week all symptoms had cleared except 4 
persistent cough which was worse and 
slightly productive in the mornings but 
bothered her all through the day and oc- 
casionally at night. Examination revealed 
a subacute granular pharyngitis, a mod- 
erate amount of scarring from a previous 
tonsillectomy and a mild general nasal 
congestion. There was ample nasal venti- 
lation and no discharge in the middle or 
superior meati before or after shrinking 
of the turbinates. In the nasopharynx 
there was a small central mass of reddened 
lymphoid tissue which was covered by a 


thin layer of tenacious mucous which 
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seemed to be coming from an opening in 
the center of the mass. In this instance 
symptoms were relieved by daily remov- 
al of the mucopus and application of silver 
nitrate to the pocket together with the use 
of mild silver protein by dropper at home. 


Inflammation of the nasopharynx is very 
common. Many of the cases of common 
cold have their inception in this area. 
Some authors go so far as to state that all 
colds start in the nasopharynx. The chron- 
ic inflammatory and infectious conditions 
of this region sometimes tax our diagnos- 
tic and therapeutic ability. In some in- 
stances it forms the only obvious objective 
clue to an ethmoidal or sphenoidal infec- 
tion. In these, cough, especially morning 
cough, is apt to be a prominent symptom. 
Treatment of the nasopharynx will be of 
no avail until the sinus infection is eradi- 
cated. At times we find masses of lymph- 
oid tissue, adenoids if you please, in the 
nasopharynx of the adult which are the 
seat of definite chronic infection. These 
may act as foci. Occasionally we may find 
a definite pocket which is full of pus and 
debris and drains through a small opening. 
This condition is known as Thornwald’s 
disease or nasopharyngeal bursitis. Such 
lesions produce cough by reflex through 
the pharyngeal plexus or by drainage of 
secretions into the larynx. When there are 
definite deep folds or pockets it will prob- 
ably be necessary to remove the infected 
lymphoid tissue in order to eradicate the 
infection. In other cases the application of 
various medicaments to the area affected 
may be sufficient to bring relief. 


Another condition of the nasopharynx 
which sometimes causes annoying cough is 
that where there is extensive scarring from 
too enthusiastic removal of adenoids. Here 
secretions collect and dry with the forma- 
tion of crusts. These are difficult for the 
patient to remove and cause him to cough 
and hawk until he annoys those around 
him as well as himself. Treatment is very 
difficult. Stimulating oily preparations 
usually give best results. 

We have all seen or at least read about 
individuals who have been troubled by a 
slight unproductive tickling cough for va- 
rying periods of time and who have finally 
gotten relief when someone removed a 
mass of hardened cerumen from the ex- 
ternal auditory canal. Certainly we have 


o 
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all seen individuals who cough upon slight 
contact of speculum or applicator with the 
skin of the auditory meatus. 

There is still another method by which 
infections of the nose and throat may pro- 
duce cough. We have mentioned the effect 
of secretions from the nose and naso- 
pharynx draining into the trachea and 
causing cough by their mechanical pres- 
ence, and have mentioned some of the con- 
ditions which produce cough by reflex 
from the nose and throat. The pediatri- 
cians in our community have been trou- 
bled by cases which have had an upper 
respiratory infection and then have had a 
cough which persisted for many weeks 
after all evidence of infection in both up- 
per and lower respiratory tracts had dis- 
appeared. X-ray in some of these cases has 
revealed enlargement of the tracheobron- 
chial lymph nodes. Cough has usually been 
rélieved by a few mild x-ray treatments. 
Such conditions may be readily under- 
stood when we remember the work of the 
late Dr. Mullin and others which estab- 
lished that the lymphatic drainage from 
the sinuses is into the tracheobronchial 
lymph glands. Enlargement of these glands 
apparently persists and causes cough, after 
the etiologic infections have subsided. 

To return to the story of the watchdog. 
It has been very yseful in the study and 
relief of many cases which present cough 
as a prominent symptom. Cough not only 
gives the alarm when the lower air pass- 
ages are invaded but does his best in aid- 
ing to remove the intruders. He also cails 
our attention to conditions not directly 
affecting the pulmonary structures but 
which nevertheless need correction. It is 
true that sometimes his enthusiasm is too 
great and he has to be quieted. Patients 
come to us for relief from cough. This re- 
lief may be obtained at least temporarily 
by the use of opiates, that is, by beating 
the dog. It is better obtained by investi- 
gating and removing the cause of his ex- 
citement. This may be very simple or it 
may necessitate study and treatment over 
a long period of time. Undertaking such 
study and treatment is both our privilege 
and our duty. Our only reward may be 
more peaceful slumber for the patient. 


DISCUSSION 


Dr. A. E. Hale, Alva: We might elabo- 
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rate further on the “watchdog” allegory by 
considering whether it is a wolf hound, 
bulldog or a rat terrier. Every owner of a 
watchdog naturally rates him high as a 
watchdog. Thus, the type of cough is of 
assistance in differential diagnosis of just 
what is arousing the “watchdog of the 
lungs.” 

In the acute laryngeal inflammations, 
with a husky, hoarse cough, we would be 
inclined to point the finger of suspicion to 
a primary laryngeal infection rather than 
to a reflex cough from sinus infection or 
intranasal hypersensitiveness. Other types 
of acute primary laryngitis, laryngismus 
stridulus, (croup in children), membran- 
ous croup, and chronic laryngeal inflam- 
mation have types of cough that are char- 
acteristic and are an aid in differential 
diagnosis. 

In many instances the physician inter- 
prets the diagnostic import of a cough with 
the same error in judgment that is made 
by the laity. That is, he overlooks the fact 
that the patient has an acute sinus infec- 
tion with the attendant spread of the in- 
fection to the epipharynx and pharyngeal 
wall, and prescribes cough sedatives, opi- 
ates, gargles, and sprays, thus spraying the 
chemicals from the fire extinguisher on 
the fire alarm instead of the fire. 

I think it is the experience of all of us 
that it is often difficult to sell the idea io 
our patients that their cough, which is so 
troublesome to them, can be caused by 
some condition remote in location from 
the lower structures of the throat. Per- 
haps it is well sometimes to allow them to 
continue the use of cough mixtures, local 
applications, and gargles, in conjunction 
with our treatment directed to the true 
focus of infection, thus allowing the 
rhinolaryngologist a loop hole or alibi 
in the case of failure and the continuance 
of the cough. Occasionally we have the re- 
verse situation to contend with in patients 
that are “sinus minded.” I recall the case 
of one of my patients who several years 
ago had an annoying cough, which was 
cleared up nicely by doing some nasal 
surgery and treatment directed to infected 
sinuses. Recently, she returned with a 
cough due to a decompensated heart and 
insisted that the sinus treatments before 
cured her cough and she believed her 


sinuses were to blame for her present 
trouble. 


Cough, like headache, is a common 
symptom associated with many diseases. 
Dr. McHenry in the scope of his paper, of 
course, has not mentioned a number of 
conditions of which cough may be a 
symptom, but from the viewpoint of the 
rhinolaryngologist he has given and dis- 
cussed a practical classification of condi- 
tions producing cough. The elongated 
uvula and deviated septum might be add- 
ed, though his general remarks on the 
subject of nasal deformities and throat 
irritations indirectly covers these. 

I am glad the doctor mentioned these 
cases of cough caused by enlargement of 
the tracheobronchial lymph nodes. I have 
recently had two such cases, and have had 
the same good results from x-ray treat- 
ment. I think it is well we bear in mind 
this class of cases, we are apt to be con- 
fronted with this condition from time to 
time. 

palieenmnieunniailiiessl 
Clinical Effectiveness of Metrazol 


The surgeon or anesthetist who is confronted 
with the problem of combatting shock or a de- 
pressive condition due to the anesthetic or analgesic 
used, naturally desires to avail himself of measures 
which are certain in their effect and which are 
ccnvenient to use. 


Various stimulants are usually injected with ex- 
cellent results in some cases and indifferent results 
in others. Recent literature has called attention 
to the clinical effectiveness of Metrazol (Council 
Accepted) in overcoming such states in a large 
percentage of cases. 


Metrazol tends to restore normal respiratory and 
circulatory activity through a direct action on the 
medullary centers controlling these processes. A 
depressed blood pressure rises toward a normal 
level and the circulation increases in rate and 
depth promptly following the subcutaneous or in- 
travenous injection of Metrazol. In urgent cases, 
the injections may be repeated within a few min- 
utes, although the effect from one injection usually 
lasts from one-half hour to an hour and a half. 
Inject one to three ampules (1 cc. each), repeated 
as often as necessary to sustain the patient. 

Literature and reprints on the use of Metrazol 
will be sent upon request by the Bilhuber-Knoll 
Corporation, 154 Ogden Avenue, Jersey City, New 
Jersey. 





Conservative Treatment for Habitual Dislocations 
of Shoulder 


Arthur G. Davis, Erie, Pa. (Journal A. M. A., 
Sept. 26, 1936), states that (1) the treatment out- 
lined has eliminated the necessity of operative 
measures in seventy-five per cent of a consecutive 
series of typical recurrent dislocations; (2) the 
patient is only somewhat disabled during a short 
period of treatment, and (3) the evidence sub- 
mitted suggests that this short period of treat- 
ment yields results of a permanent kind and there- 
fore offers an alternative to operative approach 
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Acute Otitis Media in Children* 


H. C. Cuiups, M.D. 
TULSA 


Middle ear infections among infants and 
children is second only to tonsilitis and in- 
deed they are usually associated. 

The incidence of its occurrence is great- 
er among males than females. Children 
who have been well fed, clothed and 
housed are much less susceptible to upper- 
respiratory, accessory sinus diseases, and 
otitis media. The most frequent cause of 
this infection is either a common cold, ton- 
silitis, influenza, scarlet fever, pneumonia 
or whooping cough. During the course of 
any of the above infections the attending 
physician should watch carefully for otitis 
media as a complication. 

A correct diagnosis, especially among in- 
fants, is not usually made until spon- 
taneous perforation and suppuration has 
taken place. Treatment at this time is of 
little value and more especially so in the 
hands of the laity or general practitioner. 
In order that correct diagnosis of otitis 
media be made early in the course of the 
disease it is necessary to have the co- 
operative efforts of the otologist and pedi- 
atrician. Without this cooperation many 
children are treated for various and sun- 
dry digestive disorders. Unfortunately in 
infants, the patient is unable to direct the 
physician to the site of pain. Older child- 
ren are more fortunate in that they are 
able to make their complaints known, thus 
giving the physician the correct clue. 

Too often children who complain of ear- 
ache are treated by the grandmother with 
sweet oil, or other eardrops, giving a false 
sense of security, until serious complica- 
tions arise. 

The first symptom of otitis media usual- 
ly noted by the mother or nurse is some 
evidence of pain, characterized by crying, 
restlessness or pulling at the ear. The pa- 
tient frequently refuses food and there is 
some elevation of temperature. Vomiting 
sometimes occurs. An examination of the 

*Read before the Obstetric and Pediatric Section, Annual 


Meeting, Oklahoma State Medical Association, Enid, Apri 
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ear with a well lighted otoscope will then 
show a drooping posterior wall, usually 
pointed, red and inflamed. This indicates 
increased pressure behind the tympanum. 
TREATMENT 

If a case is seen before the drum mem- 
brane ruptures a myringotomy is usually 
indicated, certainly if the posterior wall is 
drooping. There will be pus and frequently 
gas will escape through the incision. A 
firm cotton pledget should be placed into 
the canal and left there for at least one 
hour in order to absorb the pus and blood 
which otherwise might fill the canal and 
prevent free drainage. A loose cotton wick 
may be used subsequently, changed as of- 
ten as is thoroughly saturated which may 
be from one-half to one hour or longer. 
Irrigation and other local intra-aurol medi- 
cation is contra-indicated at this time. 


A general anesthetic should be em- 
ployed, there being no satisfactory local 
anesthetic to my knowledge. It is cruel to 
hold little children by force and open the 
ear drum. I believe gas to be the ideal an- 
esthetic, but it is not practical in general 
practice. I use chloroform in all cases but 
hesitate to recommend it to others, since 
but few of the younger men are trained 
in its use. 

There are a few cases and circumstances 
under which the physician does not feel 
justified in giving an anesthetic of any 
kind or doing a myringatomy. The best 
treatment and one which may be effective 
under such conditions is the application of 
a strong astringent, either epinephrin or 
ephedrine instilled into the nose for five 
or ten minutes then apply strong negative 
pressure which many times will drain the 
middle ear through the eustachian tube. 
This procedure should be applied twice 
daily as long as necessary. In addition io 
the above measures a mixture of fifteen 
drops of phenol to an ounce of warm glyc- 
erin should be instilled into the external 
auditory canal and held there by a pledget 





388 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


of cotton, repeated every four hours. Glyc- 
erin is a hygroscopic and phenol is an an- 
algesic. Moist heat constantly applied to 
the external ear will give much relief. A 
safe and effective systemic analgesic is 
aspirin. It relieves pain and reduces fever. 
A child of two years will take two grains 
every two or three hours as needed. If the 
drum has ruptured before it is seen by the 
physician such measures as will promote 
free drainage should be employed. A cot- 
ton wick inserted into the external audi- 
tory canal as described by Platt of Indian- 
apolis is efficacious. It should be changed 
as often as saturated which in some cases 
is every one-half to one hour. Here again 
continuous moist heat is valuable. If drain- 
age continues over eight weeks the condi- 
tion is considered sub-acute or chronic. 
There are either granulations on the mar- 
gin of the opening and may be in the mid- 
dle ear or there are some mastoid cells 
infected. 

A three to five per cent solution of zinc 
sulphate is the drug of choice in this com- 
plication. It is my practice to use an ordi- 
nary medicine dropper forcing the solution 
back and forth several times, instructing 
the patient to inhale deeply through the 


nose and exhale through the mouth. This 
procedure has a tendency to hold the eu- 
stachian tube open allowing the medicine 
to pass out through the mouth. Alcohol, 
saturated with boric acid is effective but 
too painful for practical use among chil- 
dren. A five per cent solution of tannic acid 
may be used if there is any objection to 
the zinc, which is also painful. 


Treatment should be applied at least 
once daily by the physician. 


The above measures are usually satis- 
factory but in some cases I have found it 
necessary to alternate with a two to four 
per cent silver nitrate solution. In some 
instances one may over treat these cases 
as evidenced by lack of improvement. In 
which case suspend all medication and use 
only the cotton wick. 


If after recovery from the otitis media 
there is a large perforation left in the 
drum, the patient will complain of a dis- 
charge from the auditory canal subse- 
quently during an attack of acute upper- 
respiratoy infection; this is due to mucous 
being forced through the eustachian tube 
from coughing. The condition improves as 
the patient grows older. 


—— a —_—— (}——— ————————— 


Treatment of Pneumonia* 


R. Q. Goopwin, M.D. 
OKLAHOMA CITY 


The past has seen a continued usage 
of the classification of pneumonias into 
broncho-pneumonia and lobar pneumonia, 
purely an anatomical classification, with- 
out regard for the etiological diagnosis. 
The treatment then was necessarily limi- 
ted to that of general hygenic measures 
and to symptomatic relief. The more re- 
cent observations on both diagnosis and 
therapy of pneumonia have been that 
when the etiological as well as the ana- 
tomical factors are considered, the therapy 
has been much more productive of good 
results. To illustrate, when Dochez and 

*Read before the Section on General Medicine, Annual 


Meeting, Oklahoma State Medical Association, Enid, April, 
1936 


Gillespie showed that the pneumococcus 
which is the organism most commonly 
found producing pneumonia is not a sin- 
gle organism but a family of organisms, 
the individuals of which have certain 
peculiar biological characteristics, and 
when Cole and his associates of the Rocke- 
feller Institute showed that at least one 
of the individual types of the organism 
had specificity of immunity, real progress 
in the therapy of pneumonia was made. 


Extensive study of the pneumococcus 
has resulted in the discovery that there 
are three definite types of the organism 
and that others of the same family, differ- 
ing morphologically and biologically, were 
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common offenders in producing pneu- 
monia. These latter were grouped into one 
type but of late this group has been defi- 
nitely separated into twenty-nine different 
types. Continued work on specific immun- 
tiy with this organism has shown that 
type one particularly, and type two to a 
somewhat less extent have specific anti- 
genic properties. With these, specific anti- 
pneumonococcic sera have been produced 
but for type three and group IV which in- 
cludes twenty-nine types, there have been 
no definitely proven immunological prod- 
ucts produced. Reports on types seven and 
twelve are encouraging however. Since 
about thirty per cent of all pneumonia 
cases are the result of types one and two, 
the effects on therapy are obvious. 


The treatment of pneumonia, whether 
broncho-pneumonia or lobar pneumonia, is 
in a marked degree not unlike the treat- 
ment of any other severe infection. To be 
sure, certain therapy must be carried out 
because of the location of the pathological 
process, but little can be done in this re- 
spect. The fact that the body resistance 
can of itself build a defensive mechanism 
against pneumococcic invasion to the ex- 
tent that in a limited time the infection 
is entirely overcome, should direct our 
efforts toward assisting nature increase 
her resistance against the invasion, and 
whenever possible, relieve the load by 
supplying antibodies in the form of im- 
mune sera. The therapy then of pneumonia 
resolves itself into: 

1. Specific therapy in a limited number 

of cases; about thirty per cent. 

2. The maintenance of the genaral con- 

dition of the patient. 

3. The treatment of special conditions 

arising during the course of the dis- 
ease. 


Specific Serum: The typing of the or- 
ganism producing pneumonia is a relative- 
ly simple matter and requires only a very 
little time. If type one or two is found, 
Felton’s serum, which is serum of the 
horse that has been immunized against 
these organisms, is given in doses of 10,000 
units every two to four hours until the 
crisis, which is usually rather dramatic, 
occurs. This is as a rule within twenty-four 
hours. Cecil and Plaummer say that “there 
are no more striking clinical effects in the 


whole domain of serum therapy than that 
which frequently follows the early admin- 
istration of concentrated serum in type 
one pneumonia.” The temperature drops 
rapidly, very much as in a natural crisis, 
and all symptoms of toxemia frequently 
disappear within twenty-four hours. Re- 
ports on the effectiveness of serum thera- 
py have varied. Cecil for example in 1931 
reported a mortality in serum treated 
cases of 14.3 per cent as compared with 
that of sixty-five per cent in the control 
group. The serum in all these was given 
within forty-eight hours after onset. This 
is a necessity, that the serum be given 
early. Others have reported less favorably, 
yet without a doubt favorably, both as to 
length of illness and as to fatalities. 

General Care: The maintenance of the 
general condition of the patient is of para- 
mount importance in all cases, but more 
especially in the sixty per cent to seventy 
per cent of cases not due to types one and 
two. Of the general measures, rest heads 
the list. 

Absolute rest, both mental and physical, 
is next to a specific in pneumonia therapy. 
To obtain this there are definite require- 
ments which should be met. First, the pa- 
tient must be in a quiet room where only 
those in attendance are admitted. To admit 
everyone who cares to visit the patient is 
to invite disaster. Whether the patient is 
in the home or in the hospital, the environ- 
ment must be conducive to rest. A com- 
fortable bed should be had and extreme 
caution taken to keep it smooth and:com- 
fortable. The prone position in bed is pre- 
ferred to the reclining because of the fact 
that the patient in the reclining position 
will make some effort to assist himself, 
and too, the reclining position allows the 
patient to slide down in bed and continual- 
ly be in an uncomfortable position. A 
trained nurse should be on the case when 
possible. Her duties are (1) to keep the 
patient comfortable, (2) supply him with 
his needs with as little expenditure of 
energy as possible on the part of the pa- 
tient, for there is no other illness wherein 
a little energy may make as much differ- 
ence in the outcome as in pneumonia, and 
(3) to assist the doctor in watching for and 
relieving complications which within a 
short while may become embarrassing. 


Once the diagnosis of pneumonia 1s 
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made, extensive examinations in front and 
back are definitely injurious and should 
not be made. What difference in treatment 
will it make whether more signs of con- 
solidation are present today than were 
there yesterday? Examinations usurp the 
patient’s energy. These should be limited 
to the anterior chest wall when the pa- 
tient is on his back. 


Diet: The fact that pneumonia is a self- 
limited disease of comparatively short 
duration precludes any serious nutritional 
disturbance if during the illness the pa- 
tient does not take the estimated caloric 
requirements. As a rule though the patients 
do best who take and assimilate without 
difficulty a high caloric diet. Easily di- 
gested foods naturally are better tolerated. 
The best diet is one mainly of liquids, 
such as milk, broth, and fruit juices heavi- 
ly loaded with lactose or even cane sugar. 
It is far better to give sugars in the fluid 
intake than to resort to intravenous ad- 
ministration of glucose so long as the in- 
testinal tract tolerates these. However, in 
the event that food intake is not tolerated, 
or is contra-indicated, glucose intraven- 
ously is at times lifesaving. Fluid diet has 
the advantage of increasing the liquid in- 
take which should amount to 3000 to 5000 
cc. within twenty-four hours. 


Bowels: There should be in most in- 
stances a bowel movement daily. This may 
be had by enemata providing this method 
does not exhaust the patient. I have found 
it a very good practice to use mild laxa- 
tives in sufficient quantities to get results. 
The abdomen should be examined two or 
three times daily for distention or poor 
elimination. I would rather have the in- 
formation had from examining the abdo- 
men than that obtained from extensive 
chest examination. 

Bathing: Pneumonia patients profit by 
a daily tepid sponge. This type of bath re- 
freshes and cleanses. It is quieting, and 
many times after a bath, the patient will 
sleep for a few hours. Cold baths are too 
stimulating and should not be given, even 
for the reduction of temperatures. They 
increase the respiratory rate, are too 
shocking to the nervous system, and are 
energy consuming, consequently have no 
place in the armamentarium. Likewise, the 
temperature of the air in the room should 


be temperate, sixty to seventy degrees, and 
not the extreme cold. 


TREATMENT OF SPECIAL CONDITIONS 


Pain: Pain in the side is a very com- 
mon subjective symptom and when pres- 
ent may become very harassing. It in- 
creases the rate and shallowness of respira- 
tion, thereby being conducive to cyanosis, 
and, being due to a pleural rub, is influ- 
enced by movement of the chest on the 
affected side. Hence if unilateral, it may 
be completely relieved in some instances 
by pneumothorax, which procedure is not 
practical in the home, nor in the hospital 
in inexperienced hands and without ade- 
quate equipment. Marked relief may be 
had however by tight strapping of the af- 
fected side with adhesive especially if the 
pathology is low in the chest. At times 
complete relief is immediate. The old time 
mustard plaster, due to the counter irrita- 
tion, is of value in many instances. If the 
more simple remedies fail, morphine is in- 
dicated and should be given. Regardless of 
the therapy, the pain must be alleviated 
for if it is not, it leads to restlessness and 
needless use of strength and energy which 
may be needed later. A few hours of pain 
may mean a difference in the outcome. 


Tympanities: Distention of the abdo- 
men is a common, and in many instances 
distressing and serious complication, due 
to its effect on respiration, pressure up- 
ward on the diaphragm, and the increased 
toxicity from absorption. It should be 
treated by prevention, but in the event it 
is present it may be relieved at times by 
enemas. A very good enema is that of milk 
and molasses, which in the absence of an 
illeus, will usually give the desired re- 
sults. If these fail, other measures should 
be used immediately. Treatment of a fall- 
ing blood pressure will aid, and sometimes 
give complete relief. Colon tube is effec- 
tive in some, and at times resort will have 
to be made to turpentine stupes, or pitul- 
tary products. Regardless of the method 
of relief, the condition should not be al- 
lowed to remain for even a few hours. 
This, like the pain, for a few hours may 
make a difference. 


Cyanosis: It is now definitely known 
that in most cases of pneumonia a varying 
degree of anoxemia is present and that in 
all except the very anemic patient, it is 
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manifest by cyanosis. Since anoxemia may 
and does cause distressing symptoms in 
otherwise well individuals, it is only the 
more important to relieve an already in- 
capacitated individual of it. Cyanosis in 
itself may seem harmless, but may I quote 
Barach: “It might be said that the dis- 
turbance of the gastro-intestinal system is 
manifested by nausea, vomiting, and diar- 
rhea; the respiratory system by increased 
rate and depth of respiration or by periodic 
respiration, and later by rapid, shallow 
respiration; the circulatory system by a 
constant and progressive increase in pulse 
rate and in the end by a fall in the diastolic 
pressure and cardiac failure; the central 
nervous system by headache, visual dis- 
turbances, irrational states and delirium, 
and finally, coma and death.” Any or all 
of these symptoms may be due to anox- 
emia. Since anoxemia is due to either one 
or more of three factors, namely; toxemia, 
with definite changes in metabolism sec- 
ondarily involving the medulary centers; 
(2) a change in the oxygen combining 
power of the blood, or (3) to the local 
condition of the lung tissue whereby it has 
become somewhat impervious to the oxy- 
gen of the inspired air, and since relief can 
be had in most instances by the proper 
administration of oxygen, cyanosis should 
be relieved early by the use of oxygen. 
The method of administration differs little. 
The oxygen tent, if available, is probably 
most efficient, however nasal administra- 
tion is very effective. Adequate supply of 
oxygen relieves pain by limiting excur- 
sions. The fact that many cyanotic cases of 
pneumonia get well causes procrastination 
of the use of oxygen until a late hour 
when damage is already done. By giving 
oxygen early, even before cyanosis, organ- 
ic damage is prevented, restlessness is 
eliminated, and the patient given the odds 
for recovery. If cyanosis cannot be re- 
lieved by oxygen, the prognosis is very 
bad. 


An intensive study on the “Immediate 
Cause of Death in Pneumonia” at Bellevue 
Hospital has shown that “patients with 
pneumonia most frequently die from cir- 
culatory failure. In this term must be in- 
cluded both essential cardiac failure and 
peripheral vasomotor paralysis.” 


The factors influencing the circulatory 
system are: 


1. Partial obstruction in the lungs. This 
is shown by the increased blood 
pressure in the pulmonary circula- 
tion and one only needs to watch the 
pulmonary second sound which is 
accentuated in proportion to the rise 
in pressure, providing the right heart 
is compensating, in order to deter- 
mine the heart condition 


2. Toxemia. Toxemia gives a definite 
myocardial degeneration, a typical 
myocardosis. This was shown defi- 
nitely in over fifty per cent of the 
cases coming to autopsy at the Belle- 
vue Hospital. 

3. Anoxemia. That anoxemia influ- 
ences the circulatory system is con- 
clusively shown by the improvement 
in pulse and blood pressure by the 
administration of oxygen in the 
presence of cyanosis, whether or not 
there is a failing condition in the 
heart of peripheral vasculature. If 
the anoxemia and the toxemia are 
controlled as outlined above, the in- 
stances will be rare in which the 
local pathology is sufficient to give 
right heart failure, hence the prob- 
lem of circulation if and when it 
arises, will be peripheral vasomotor 
collapse. To determine this, blood 
pressure should be taken frequently. 
In the event that the systolic pres- 
sure fails markedly, or the diastolic 
falls below sixty, vasomotor stimu- 
lants should be given. Pitressin has 
been the drug of choice for this. 
Strychnine is of inestimable value. 


It is easy to see that there are a number 
of conditions that may arise in the course 
of pneumonia which if left for even a few 
hours may make a difference as to out- 
come. Due to this fact it is necessary for 
the physician to see his patient frequently, 
for there are few nurses who will be able 
to observe the clinical changes accurately 
enough but that some of these will slip by 
and the result will be a greater per cent of 
fatalities. At times it will be necessary for 
the physician to remain with the patient 
twenty-four to forty-eight hours. 


Suummarizing then: 


1. Pneumonia should be treated more 
from an etiological standpoint. 
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2. Specific serum should be given in 
types one and two. 

3. Rest should be the watch-word for 
all pneumonias. 


4. Relief, immediate, from all arising 
symptoms is necessary. 


3) 


Frequent visitation of the patient by 
his physician is indispensible. 


The Recent Outbreak of Lobar Pneumonia 
in Tulsa and Vicinity * 


SAMUEL GOODMAN, 


M.D. 


TULSA 


As a preface to my remarks on the re- 
cent outbreak of pneumococcus pneumon- 
ia in Tulsa and vicinity as well as in other 
parts of Oklahoma, I wish to define lobar 
pneumonia, from the viewpoint of bacte- 
rial etiology, as a massive inflammation of 
one or more lobes of the lung produced 
solely by one of the various type of pneu- 
mococci. The pneumococcus also causes 
broncho pneumonia, a type found almost 
exclusively in children before the age of 
three years and rarely in adults. Atypical 
pneumonias simulating lobar pneumonia 
and caused by various organisms such as 
the streptococcus, Friedlander bacillus, 
staphylococcus, and influenza bacilli, pre- 
sent, on the other hand certain clinical, 
radiological, and anatomical features 
which distinguish them from typical lobar 
pneumonia. 

With the above in mind it may be stated 
as a fact that lobar pneumonia has up to 


*Read before the Tulsa Clinical Society, Tulsa, June, 1936 


a comparatively recent date, been a rela- 
tively infrequent disease in Oklahoma. In 
the experience of various clinicians here 
and elsewhere with whom I have discussed 
this problem, the consensus of opinion was 
that atypical lobar and broncho pneumonia 
have been by far the predominating types. 
The incidence of lobar pneumonia has 
been so low that the question was raised 
as to whether true lobar pneumonia even 
existed at all in Oklahoma. 

Dr. Heffron, director of the Department 
of Public Health at Boston, in a recent per- 
sonal communication stated that the same 
situation existed in the state of Washing- 
ton and throughout the middle west. The 
incidence of lobar pneumonia was also 
greatly increased in the New York and 
Boston districts during the past winter. 

Even though lobar pneumonia occurs 
both in cold regions and in the tropics it 
is of considerable interest to note that just 
since December, 1935, has the disease be- 





A SURVEY OF 612 CASES OF PNEUMONIA SHOWING THE INCIDENCE IN TULSA AREA 





MORNINGSIDE HOSPITAL | 


Year Lobar Broncho Total 
a No Survey | No Survey 
1934 No Survey | No Survey 
1935 53 108 161 
sonths 1996 a8 “ 70 


ST. JOHN’S HOSPITAL 


COMBINED 
Per Cent 


Lobar Broncho Total Total Mortality 
3 142 145 145 22.7 
20 51 71 71 36.2 
21 60 81 242 25.2 
40 44 84 154 26.6 


The above includes 140 children under the age of three years with mortality of 23.5% 
*Shepard and Ruprecht. 
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come prevalent here. As a matter of spec- 
ulation as to the reason for this increased 
incidence various factors are to be con- 
sidered. It is obvious that the incidence of 
an infectious disease depends upon the 
virulence of the infecting organism, its 
presence in sufficient numbers or dosage, 
and to the resistance, namely, natural or 
acquired immunity of the individual. The 
lack of acquired immunity as a result of 
non-contact with the particular types of 
pneumococci prevalent in other parts of 
the country may be of some import inas- 
much as the pneumococcus has hereto- 
fore been relatively rare here. It has been 
shown that dust harbors pneumococci. 
During the past two years dust storms 
have occurred here rather often. In addi- 
tion dust produces respiratory irritation 
which reduces local resistance and may be 
an important factor in causing the recent 
outbreak of pneumonia. Greenberg' has 
claimed that temperature is the most im- 
portant of the meterological factors in the 


etiology of pneumonia. Coincident with 
this statement is the fact that the past 
winter made a record of the most sus- 


tained low temperatures in the history of 
the weather bureau here. 

In view of the fact that lobar pneumonia 
has recently become prevalent and that it 
will undoubtedly flourish here for suc- 
ceeding winters, it may not be amiss io 
discuss briefly its important early clinical 
features, diagnosis, and specific treatment. 
Lobar pneumonia may begin in one of sev- 
eral ways. The onset may be acute; thus 


a person apparently in robust health may 
be suddenly stricken with symptoms of 
the disease, especially if the body surface 
becomes chilled. This type, which is of 
common occurrence in colder sections of 
the country such as in New England, has 
not been as common here. The onset may 
follow an indefinite period of coryza or 
respiratory disturbance and the symptoms 
suddenly become aggravated with definite 
svmptoms of the disease. In this type 
which has been the most frequent locally, 
the time of onset can be definitely deter- 
mined. The disease may come on gradual- 
ly during the course of a respiratory in- 
fection or other infectious disease when 
pre-existing respiratory symptoms become 
more pronounced. 


Cole? in an analysis of seven hundred 
and seventy cases of lobar pneumonia at 
the Rockefeller Institute listed the com- 
mon early symptoms as follows: (1) Pain 
in the chest occurred in seventy-five per 
cent of the cases. This may be of a severe 
lancinating type if the pleura is involved 
early or otherwise of a dull character. 
(2) A frank chill or chilly sensation oc- 
curred in sixty-two per cent of the cases. 
Cole also mentions cough and respiratory 
distress as common early symptoms 

Symptoms such as headache, malaise, 
and weakness, common to the onset of 
other infectious disease, occur infre- 
quently. 

The physical signs early in the disease 
may be slight to absent, particularly when 


the lesion is not peripherally situated. 





ANALYSIS OF 114 CASES OF LOBAR PNEUMONIA IN ST. JOHN’S AND MORNINGSIDE 
HOSPITALS DURING THE YEAR 1935, AND THE FIRST FOUR MONTHS OF 1936 





Sex—Males 70: Females 44 
AGE GROUPS INCIDENCE BY MONTHS 
3 to 9 21 January 18 
10 to 19 26 February 28 
20 to 29 14 March 26 
30 to 39 20 April 22 
40 to 49 16 May 3 
50 to 59 13 June 2 
60 to 69 3 July 0 
70 to 1 August l 
September l 
October 0 
November 1 
December 12 


1935 only 





Onset preceded by upper respiratory infection 





Unknown 


Onset not preceded by upper respiratory infection 


60 Onset sudden 53 
43 Onset gradual 56 
11 Unknown 5 
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SYMPTOMS CLINICAL AND LABORATORY FINDINGS IN THE 114 CASES OF 
LOBAR PNEUMONIA 





CLINICAL SYMPTOMS 


PHYSICAL FINDINGS 














Chill 55 Limited expansion 42 
Pain 92 Dullness 72 
Cough 100 Increased fremitus 28 
Hemoptysis 38 Pectoriloquy 9 
Vomiting 35 Bronchial breathing 39 
Dyspnoea 20 Distant breath sounds 18 
Rales 65 
WHITE BLOOD COUNT PER CENT NEUTROPHILS 
5-10 thousand per c.c. 10 60-70% 5 
11-15 thousand per c.c. 16 70-80% 25 
16-20 thousand per c.c. 35 80-90 56 
21-30 thousand per c.c. 40 Over 90° 24 
Over 30 thousand per c.c 10 
ROENTGENOLOGICAL EXAMINATION SPUTUM EXAMINATION 

Number of patients x-rayed 61 Sputum not examined 66 
Number of patients not x-rayed 53 Sputum examined 48 

X-ray evidence diagnostic of lobar pneu- Tene . r 

‘ > c 29 d 

monia (60.4%) 32 Type III 3 

Type VII 3 

Other types pneumonia 26 





Aside from the relatively high tempera- 
ture and somewhat accelerated breathing 
there may be some restriction of move- 
ment on the affected side, depending upon 
whether or not a pleurisy is present. The 
breath sound may be somewhat suppressed 
and of a broncho vesicular character. 
Rales, if present, are of a crepitant or sub- 
crepitant variety, although early they may 
be absent. Intensification of the whispered 
voice sound or pectoriloguy may be pres- 
ent early and is of considerable diagnostic 
import. There is usually no abnormality 
upon percussion. Frequently there is an ac- 
centuation of the second pulmonic heart 
sound, apparently due to the increased 
pressure in the pulmonary artery. Cyano- 
sis of some degree is not uncommon early 
in those seriously ill with the disease. The 
sputum obtained soon after a chill is often 
streaked with blood, although the typically 
rusty sputum occurs later in the course of 
pneumonia. From the standpoint of the 
blood examination one of the most con- 
stant features is a marked increase of the 
leukocytes, particularly of the neutro- 
philes which compose eighty to ninety 
per cent of the total cells. Counts below 
ten thousand are relatively rare, while 
counts up to forty thousand are exceeding- 
ly common. 


The diagnosis of a fully developed pneu- 
monia with dullness on percussion, tubular 
breathing, and fine crackling rales is not 


difficult. On the other hand the diagnosis 
of the early case seen in the first twenty- 
four hours may be exceedingly difficult 
from a consideration of the symptoms and 
physical signs. Since the prognosis and 
successful treatment depends upon an ear- 
ly diagnosis it is of utmost importance that 
an accurate diagnosis be made. Two most 
important laboratory aids can be employed 
to furnish this necessary information. 
Graeser and Robertson of University of 
Chicago* in a report on forty cases of 
pneumococcus pneumonia in which daily 
x-ray and physical observations were 
made, conclude that the x-ray was superi- 
or to physical signs in detecting the early 
lesion and in disclosing the extent of the 
process while consolidation was develop- 
ing. Most of the original foci, as an area 
of increased density produced by the pul- 
monary lesion, appeared near the hilus 
and spread fan-like from this although in 
some instances the original focus appeared 
at the periphery and spread to the hilus 
The lesion can be visualized within the 
first twenty-four hours. 


An absolute early diagnosis of a pneu- 
mococcus pneumonia in which there are 
few or no physical signs can only be made 
by bacteriological examination of the spu- 
tum. Pneumococci have been divided into 
thirty-two distinct types which differ from 
each other biologically and in their im- 
munilogical reactions. Of these, Types I 
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and II account for about sixty per cent of 
the cases of pneumonia, Type III about 
ten per cent, and the remaining twenty- 
nine types about thirty per cent .The older 
laborious methods of typing have recently 
been simplified to the extent that the en- 
tire procedure takes no longer than thirty 
minutes in which to identify the etiologi- 
cal type. The technic of this test, known 
as the Neufeld reaction, can easily be ac- 
quired within a few minutes. It depends 
upon the fact that when pneumococci 
are mixed with a homologous type of 
rabbit pneumococcus antiserum there 
occurs a swelling in the capsule of the 
pneumococcus within a very few min- 
utes. This reaction according to Sabin is 
highly type specific. 

The sputum to be typed should be less 
than two hours old although if kept on ice 
it may be typed some hours later. It is im- 
portant that just a few organisms, two to 
three to the field, should be used, other- 
wise a typical reaction may not develop. 
This test may also be applied to blood, 
urine and exudates where sputum is not 
available. 

The simplicity of this newer method of 
typing and the more recent refinement in 
pneumococcus antisera as devised by Fel- 
ton have greatly increased the number of 
serum treated cases of pneumonia. The 
evidence accumulated in a large series of 
cases reported by Cecil and Plummer,’ 
Finland and Sutcliff,* and Baldwin," have 


anti-sera has reduced the mortality rate 
in a startling manner. At the present 
therapeutic anti-sera are available com- 
mercially only against Types I, II, VII and 
Vill. The importance of this cannot be 
over-estimated when one considers that 
the death rate in Type I and II pneumonia 
has decreased from twenty-five to thirty 
per cent to ten and fifteen per cent. Unfor- 
tunately no anti-serum has been devel- 
oped for Type III which has a mortality 
rate of forty-five to fifty per cent. Statis- 
tics relative to serum treated Type VII 
and VIII pneumonias which normally have 
rather low mortality rates are not as yet 
available. Recently Heffron,’ Field Direc- 
tor of the Massachusetts Pneumonia Study, 
has made the statement that over eighteen 
thousand lives in the United States might 
be saved annually by specific serum treat- 
ment. This is based upon an estimated an- 
nual total of one hundred and twenty-eight 
thousand cases of lobar pneumonia and 
four thousand cases of broncho pneumonia, 
all due to Type I and II pneumococci. 
The best results by serum treatment are 
obtained early in the disease. Good results 
however have been obtained as late as 
ninety-six hours after the onset although 
the dosage will necessarily be greater. The 
effects produced by early administration 
are indeed dramatic. Often within thirty- 
six to forty-eight hours after the onset of 
a pneumonia there will occur a definite 
crisis characterized by a fall in tempera- 











shown conclusively that pneumococcus ture to normal or below, a lower pulse and 
TREATMENT 

TYPE I—10 

Received serum 9 Recovered 8 Died | 

No serum 1 Recovered l Died 0 
TYPE II—6: 

Received serum 1 Recovered l Died 0 

No serum 5 tecovered 3 Died 2 
TYPE IlII—3 

No serum Recovered 1 Died 2 
TYPE VII—3 

No serum Recovered 3 Died 0 
DIATHERMY 

Treated 61 Recovered 45 Died 16 26.2 

Not treated 53 Recovered 40 Died 13 245 
‘Includes 4 serum treated cases 

MORTALITY OF GROUP (114) LOBAR PNEUMONIAS 

Recovered 85 74.5% Died 29 25.5 
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respiratory rate, and a patient who, pre- 
viously desperately ill, now appears to be 
entirely well. 

Before serum is administered it is nec- 
essary to determine the patient’s sensi- 
tivity. Serum is administered intravenous- 
ly and slowly. Occasionally despite a nega- 
tive sensitivity test, the patient will have 
an immediate reaction of an anaphylactic 
type. Succeeding doses of serum in such 
instances may be given diluted in 250 cc. 
of normal saline solution. The initial dose 
of serum given is ten to twenty thousand 
units. This is repeated at four to six hour 
intervals until the temperature becomes 
normal and there is a general definite im- 
provement in the patient’s condition. A 
total dosage of one hundred to two hun- 
dred thousand units may have to be em- 
ployed and in Types II and VII much larg- 
er quantities are given. Treatment should 
be continued until the patient shows defi- 
nite signs of recovery. Finland and Sutliff* 
gave approximately five hundred and for- 
ty thousand units of concentrated Type II 
antibodies divided into six doses within 
the first twenty-four hours that treatment 
was instituted. They concluded that the 
death rate in forty-six controlled cases of 
Type II was considerably lowered due to 
early administration of large doses of se- 
rum and perseverance in the treatment of 
the severe cases. 

CONCLUSION 

It has been estimated that over four 
hundred thousand cases of pneumonia oc- 
cur annually in the United States. Of these 
it can be anticipated that at least one hun- 
dred thousand will die. 

From these statistics it is obviously seen 
that pneumonia is the most formidable in- 
fectious disease with which we have to 
deal. 

When it is considered that hundreds of 
useful and worthy individuals, who would 
ordinarily die of pneumonia, could be 
saved by the application of specific meas- 
ures, it becomes necessary that we as phy- 
sicians give serious and intensive thought 
to this problem. 

In connection with this, the importance 
of the early recognition of pneumococcus 
pneumonia cannot be over-emphasized 


since Types I and II which are responsible 
for sixty per cent of this group can be 


successfully combated by the use of spe- 
cific sera. 


It is particularly essential that typing of 
sputa, facilities for which are available in 
the smallest communities, should be in- 
cluded as a means of accurate diagnosis. 


Since efforts to prevent pneumonia have 
thus far been unsuccessful it is necessary 
and important that specific treatment, for 
those types of pneumonia for which cura- 
tive sera have been developed, should be 
instituted early and persisiently pursued. 
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Hypoglycemic State in Treatment of 
Schizophrenia 


Bernard Giueck, Ossining, N. Y. (Journal A. M 
A., Sept. 26, 1936), states that the evidence is far 
from conclusive that the effects of the hypogly- 
cemic state and of the insulin shock in patients 
with schizophrenia is something specific to this 
form of disorder. The average patient’s reaction 
to this sudden deprivation of the organism of its 
Sugar content has much in it of the nature of a 
profound organismal and personality disintegra- 
tion. No other form of psychiatric therapy requires 
as much care, skill and caution in its application 
as does this. Four deaths have been recorded in 
connection with the treatment, three in ,. Vienna 
and one in Switzerland, but it is impossible to 
state with accuracy what percentage this consti- 
tutes of the total treated. While undergoing the 
treatment, the patients appear to be in fine physi- 
cal condition, usually gain weight, and, aside from 
a slight sense of fatigue, do not complain of pnysi- 
cal discomfort during the time when they are not 
in the hypoglycemic state. The object is to achieve 
a progressive insulinization of the patient through 
the intramuscular administration of daily increas- 
ing doses of insulin until the so-called shock dose 
is attained 


——{) 


Treatment of Dementia Paralytica: Comparative 
Study of Combined Artificial Hyperpyrexia 
and Tryparsamide Versus Therapeutic 
Malaria: Preliminary Report 
Clarke H. Barnacle, Franklin G. Ebaugh and 
Jack R. Ewalt, Denver, (Journal A. M. A., Sept. 26, 
1936), report on a comparative study of combined 
artificial fever and tryparsamide versus therapeu- 
tic malaria in the treatment of sixty cases of de- 
mentia paralytica over a one year period. Chemo- 
therapy followed both methods. During this period 
in the artificial fever series seventy per cent (twen- 
ty-one patients) were definitely benefited while in 
the malaria group 63.3 per cent (nineteen cases) 
were likewise helped. The serologic reactions »! 
the cerebrospinal fluid in both groups did not 

parallel the clinical results. 
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EMPYEMA* 


Jas. B. GriusBert, M.D 
TULSA 


Empvyema may be defined as a collection 
of pus within the thorax, caused by pyo- 
genic infection of the pleural cavity and is 
to be distinguished from pleuritic effusion. 
When a smear of the fluid aspirated from 
the thorax shows a pyogenic organism, the 
diagnosis of empyema is established. 

Acute empyemas are of two sorts: first, 
post-pneumonic empyema which is pre- 
ceded by a recognizable pneumonia, usual- 
ly a lobar pneumonia, and the source of 
this infection is the pneumococcus. The 
second variety which is less well defined 
is one as to which it is difficult or impossi- 
ble to say that the empyema has been pre- 
ceded by pneumonia; either pneumonia 
and empyema go hand in hand or the em- 
pyema is a part of a general infection 
This variety is called streptococcal em- 
pyema. 

PATHOLOGY 

The post-pneumonia is the variety most 
commonly encountered following a recog- 
nizable pneumonia. The reaction of the 
pleural sac to this invasion is very char- 
acteristic. There is poured out an exudate 
so highly fibrinous that not only are all 
surfaces covered with a thick, shaggy, 
white membrane, but great masses of pus 
soaked fibrin float into the cavity. This re- 
action has the effects of stiffening the 
mediastinum, gluing down the lung in 
whatever position it may have become ad- 
herent and so compressing it that it may 
lie flattened against the mediastinum and 
diaphragm. Fortunately the organization 
of the fibrin coat is so slow and incomplete 
that under ordinary conditions it tends to 
disappear upon efficient drainage and ster- 
ilization of the cavity, thus it does not 
forbid expansion of the lung but in the 
badly drained cases it is likely to become 
so thick and solid as to contain a perma- 
nent cavity if untreated to which the name 
of chronic empyema has been given. 

The second variety which is not pre- 


*Read before the Staff of St. Johr Hospital, Tulsa, April 
1436 


ceded by an outspoken pneumonia and 
which, in fact, is usually a streptococcal 
empyema. It is apt to be more serious than 
the post-pneumonic sort, the infectious 
agent is often a streptococcus of a violent 
hemolyptic nature. Such empyemas are 
apt to complicate outbreaks of measles, 
influenza or other depressing diseases in- 
cident to the usual gathering of great 
groups of individuals. 

Often streptococcal empyema seems to 
be a part of a generalized infection—sep- 
ticema. In this disease fluid may accumu- 
late so rapidly as to mask those signs of 
pneumonia which might have been dis- 
covered had no fluid been present. The 
exudate is thin and may contain many 
bacterias even though very slightly cellu- 
lar. It becomes steadily more purulent 
over a period of days or even weeks. But 
is never fibrinous enough in the early 
stages of the disease to stiffen the medias- 
tinum or 
pleural surfaces. This sort of empyema 
must be included in the invasions of the 
pleural cavity by neighboring septic pro- 
cesses, such as subdiaphragmatic abscess, 


cause adhesions between the 


mediastinum abscess and wounds of the 
thoracic wall 
CLINICAL MANIFESTATION 

The history of the unusual post-pneu- 
monic empyema is often characteristic, the 
pneumonia will have run its course in a 
few days and there will be a slight rise 
of temperature in the afternoon and soon 
the patient becomes obviously septic. He 
fails to gain his strength and the exudate 
fills the pleural cavity until respiration 
becomes rapid and distressed. 

The picture of streptococcal empyema is 
quite different from post-pneumonic em- 
pyema. When the disease has appeared in 
epidemic form its symptoms have become 
familiar, in its sporadic form it is less 
regularly recognized. There may be pro- 
dromal symptoms, especially weakness, 
fever and sometimes cough, but these rare- 
ly last over a few days and indeed a pa- 
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tient may be quite prostrated and show 
signs of fluid in the chest within twenty- 
four hours after first feeling ill. The actual 
onset of empyema is usually marked by a 
respiratory distress, cyanosis, fever and 
perhaps chills and sweats and in such 
event, death may occur within a few days. 
Yet a milder onset more chronic in char- 
acter and less characteristic is not un- 
common. 
PHYSICAL SIGNS 

In most instances, signs of fluid in the 
thorax are present, that is, dullness to flat- 
ness, from the base upward on percussion, 
absent or distant breath sounds, dimin- 
ished or absent fremitus. The absence of 
tactile fremitus is probably the most reli- 
able sign the fluid level is not as likely to 
shift with change of position as in a simple 
effusion. 

In all cases the infected side of the chest 
fails to move as usual with respiration and 
the interspaces may appear flattened or 
may actually bulge owing to the amount of 
fluid. The heart may be displaced only 
moderately or it may be entirely on the 
right side if the empyema is on the left. 
All patients with empyema are likely to 
appear fairly ill, anxious, pale or more or 
less cyanotic and distressed for breath. 
They cannot lie down in comfort. The tem- 
perature may be remittent or may run 
continuously high. The leucocytic count 
varies from ten or twelve up to sixty or 
seventy thousand. 

Careful observers have been unable at 
times to distinguish pleural fluid from 
solid lung. 

The x-ray is one of the greatest diagnos- 
tic aids of empyema, however it is not 
without its faults. The most positive diag- 
nostic aid is the aspirating needle. 

Acute empyema is not such a surgical 
emergency as appearance of the patient 
often suggests. Many very ill patients are 
suffering nearly as much from underlying 
pulmonary diseases or from a general in- 
fection, as from the great amount of fluid 
within the pleural cavity. 

TREATMENT 


In all of the cases of post-pneumonic 
type, they should be thoroughly aspirated 
so that the mediastinum has returned as 
nearly as possible to normal. Then the pa- 
tient should be submitted to a rib resec- 


tion and drainage tube inserted. Closed 
drainage in this type of empyema is never 
indicated. The patient will make much 
more rapid recovery from a rib resection. 
However in the streptococcus variety, es- 
pecially of hemolyptic nature they should 
be all aspirated and air excluded until the 
pus becomes thick, and the patient be- 
comes accustomed to this virulent infec- 
tion. 


I wish to call attention at this time to 
the incapsulating form of empyema which 
is much more difficult to locate than those 
that have have just been described. There 
may be an incapsulated abscess due io 
adhesions. Here the x-ray plays a very 
important part as does the aspirating 
needle, and must be located and drained 
according to this locality. 

My procedure in operating this class of 
patient is to have the patient lay on the 
side opposite from the side to be operated. 
The skin is to be prepared as for any 
other surgical procedure. The patient shall 
be draped and then a nitrous oxide and 
oxygen anaesthesia is started. Soon as the 
patient is under sufficiently, an incision 
is made over and down to the rib to be 
resected, generally the seventh rib on the 
right side or the eighth or ninth on the 
left, generally in the posterior axillary 
space, hemorrhage being controlled. Peri- 
osteum is split and dissected free from 
the rib. Rib shears inserted and at least 
two inches of rib being removed. At this 
time, the anaesthetist may be notified to 
lessen his anaesthesia and the pleura in- 
cised with a sharp knife and the finger in- 
serted through the opening to be sure that 
you are at the base of the pleural cavity. 
This is very necessary, as if you are a rib 
too high, you will not get thorough drain- 
age. A short, large drainage tube is in- 
serted into the pleural cavity and anchored 
with a silk worm suture. The wound is 
closed and the patient returns to bed im- 
mediately, lying on his side that has been 
operated. 

I do not recommend an immediate ir- 
rigation on these patients as long as you 
have free drainage. However, if you should 
use irrigations, they should not be started 
for two or three days, then a warm normal 
saline solution is best. The drainage tube 
should be removed on the fourth day or 
fifth, as the pleura at this time has become 
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adherent and a fistulous tract has been 
formed. The irrigations of normal saline 
can be continued through this fistula. 
It is well to have the patient at this 
time use forced expiration. However, if 
your drainage is at the base, as it should 
be, I doubt whether forced expiration does 
much good. 


I have operated over a period of years, 
one hundred and eighty-six cases of em- 
pyema by rib resection and I can truly say 
that I have not had a chronic empyema to 
develop in any of these cases. However, I 
have operated several chronic empyemas 
where improper drainage had been done. 
I have had in these one hundred and 
eighty-six cases, three deaths, which I 
think would speak for itself as to the con- 
servative methods used in preparing these 
patients and time to be operated 

Looking over the literature, I find a 
much higher mortality in excellent men’s 
care. For instance, Dr. Mason of Birming- 


ham, Alabama, treated one hundred and 
three cases in the Children’s Hospital with 
a mortality of 7.06 per cent. Banna report- 
ed thirty-five cases with a mortality of 
5.7 per cent. Strong reported thirty-seven 
cases with a mortality of 8 per cent 


Any proposed method of treatment 
should meet three requirements: first, it 
should promise a reduction in mortality; 
second, shorten the period of convales- 
cence; third, reasonable assurance of cure. 

In meeting these demands, the methods 
of aspiration even in the hands of more ex- 
perienced and enthusiastic supporters fall 
far short of a satisfactory operative treat- 
ment. 
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The Use of Papain in the Prevention of the 
Reformation of Peritoneal Adhesions* 


BENJAMIN W. Warp, M.D. 
TULSA 


The chapter in the history of surgery 
dealing with attempts to prevent the orig- 
inal formation or the reformation of peri- 
toneal adhesions is an interesting and un- 
fortunately still an unfinished one. The 
list of substances used for this purpose 
is almost as long as that concerned with 
intestinal suture methods. It is almost 
axiomatic in the field of medicine, how- 
ever, that whenever a number of remedies 
are prescribed for a given condition none 
of them are very satisfactory. Omental 
grafts, sterilized peritoneum from animals 
(the Cargile membrane), oiled silk, silver 
foil, gold foil, amniotic membrane, mineral 
oil, olive oil, camphorated oil, vasoline, 
collodion, gum arabic, gelatine, peptonized 
milk, egg albumen, and other substances 


*Read before Tulsa Clinical Society, Spring Meeting, 193¢ 


Pulsa, Okla 


have been advocated and discarded. Nor- 
mal saline and hypertonic glucose have 
been used with indifferent results. Amni- 
otic fluid was introduced by Johnson in 
1927 and there was apparently experi- 
mental and clinical evidence of its effec- 
tiveness. It is available commercially to- 
day but has not been widely used largely 
because of conflicting reports as to its 
value. 

Papain, the substance with which this 
paper is concerned, is a vegetable product 
obtained from the paw paw tree or carica 
papaya which has a proteolytic action. It 
is available commercially as a powder but 
in the ordinary form is not sterile. Since 
heat could not be used as it was destruc- 
tive to the enzyme action, the problem of 
sterilization was a real one, but was 
worked out by Walton. The sterile pro- 
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duct used by the essayist was supplied 
generously by Parke Davis and Company. 

Papain was introduced in 1922 by Ku- 
bota who believed its proteolytic action 
on fibrin would make it effective in pre- 
venting the formation of fibrous adhe- 
sions. Ochsner and co-workers have been 
responsible for a vast amount of the ex- 
perimental and clinical work with this 
substance and most of the material of this 
paper has been obtained from his writ- 
ings. In addition, the statistics to be 
quoted are taken from a paper by Ochs- 
ner and Storck presented before the 
American Surgical Association. 

In 1932 Ochsner and Garside reported 
the results of experiments on _ several 
groups of dogs and rabbits. Briefly put, 
they entered the abdomens of a large 
number of animals, rubbed the serosa 
over the ileum with gauze, in many cases 
adding tincture of iodine to this injury. 
Surviving dogs were re-operated after 
healing. At re-operation only those dogs 
in which dense adhesions were found were 
used. The adhesions were divided and 
papain solution left in the abdomen in 
closing, forty-four dogs and sixteen rab- 
bits being used. Subsequent observation 
in this group showed that 93.75 per cent 
developed few or no adhesions. In a con- 
trol group of fifteen animals in which at 
the second operation adhesions were di- 
vided and normal saline alone left in the 
abdomen, definite, dense adhesions were 
found later in 86.66 per cent of cases. 

On the basis of this work in which pa- 
pain had apparently been established as 
not only efficacious but harmless in prop- 
er solution, clinical trial seemed justified. 
Accordingly in November, 1932, it was 
used for the first time by the author. The 
patient was a young white woman of 
twenty-nine who had undergone three 
previous laparotomies. The first for appen- 
dicitis and the subsequent ones for in- 
testinal obstruction. She continued io have 
evidence of chronic partial obstruction 
with occasional acute attacks of great se- 
verity marked by cramps, vomiting and 
distention. At operation loops of ileum 
were found attached to the under sur- 
faces of the old abdominal scars by dense 
adhesions. In addition, about fifteen inches 
of lower ileum was attached by very 
tough fibrous bands to the posterior sur- 





face of the right broad ligament and ante- 
rior surface of the cecum. All adhesions 
were divided, large raw areas being left. 
Three thousand cc. of one to sixty thous- 
and papain-normal saline solution was 
left in the abdomen just before tying the 
last peritoneal suture. This patient has 
remained free from all evidence of intes- 
tinal obstruction since, although she had 
been troubled constantly from 1927 to 
1932. 

It is fully realized that a very long 
period of careful observation is required 
to determine the effectiveness of any 
method concerned with the prevention of 
reformation of adhesions as they may be 
present extensively and yet give no hint 
of their presence. As an instance, the last 
case in which papain was used was that 
of a young white male with intestinal ob- 
struction from adhesions evidently pro- 
duced by appendicectomy fourteen years 
before. 


Knowing the difficulty that exists in 
evaluating results, the acid test consists 
in the opportunity of re-entering abdo- 
mens in which papain has been used to 
prevent the reformation of divided ad- 
hesions and noting the effect. The essayist 
has had this opportunity in two cases. The 
first was that of a young white woman 
who developed an intestinal obstruction 
one month after being drained for a rup- 
tured appendix. At operation very dense 
adhesions were present. The cecum was 
attached to the under surface of the old 
McBurney incision. The lower foot of 
ileum was adherent to the cecum and 
kinked on itself. Two loops of ileum and 
jejunum, respectively, were adherent to 
the posterior surfaces of the right and 
left broad ligaments. The adhesions were 
divided, several fragments of appendix 
removed, the badly involved tubes re- 
moved and the abdomen closed, leaving 
in 2,000 ce. of 1-60,000 papain-normal sa- 
line solution. An abscess developed, ap- 
parently retrocecally, due, it was thought, 
to the infected fragments of appendix. 
This drained through the old McBurney 
incision. In another month intestinal ob- 
struction again developed and the abdo- 
men was entered a third time. The find- 
ings were flattering to the use of papain. 
There were no adhesions about the broad 
ligaments or on the anterior cecum. Ap- 
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parently all the trouble had developed as 
a result of the retrocecal abscess for in 
this region all the adhesions were found 
which occasioned the obstruction. No trace 
of the old adhesions remained 


The second application of the acid test 
was afforded when a huge multilocular 
ovarian cyst was removed from a thirty- 
nine-year old negro woman. The large 
mass was adherent, it seemed, to every- 
thing in the abdominal cavity. The gall- 
bladder, under surface of the liver, right 
kidney pouch, anterior surface of the ce- 
cum, loops of ileum and jejunum were 
attached by heavy adhesions. The division 
of those left large raw areas. The appen- 
dix was not removed as the patient’s con- 
dition did not permit. One to sixty thous- 
and papain-normal saline solution, three 
thousand cc. was left in the abdomen. 
Three months later an acute appendix 
was removed and no trace of adhesions 
found. 

These two cases alone prove little but 
added to similar observations by others 
at least justify continued use of papain if 
not premature enthusiasm as to its value. 
It has been used in twelve other cases 
since 1932. These were all pelvic opera- 
tions in which extensive adhesions were 
divided and the employment of papain 
was considered prophylactic. 

In the paper presented before the Amer- 
ican Surgical Association by Drs. Ochsner 
and Storck, two hundred and thirty-one 
cases in which papain had been used were 
closely analyzed. Of these. one hundred 
and twenty-two patients had been pre- 
viously operated and there had been three 
hundred and seventeen operations per- 
formed, making an average of two and 
one-half operations per patient. In this 
group one patient had been operated 
twenty-two times, another eighteen times, 
and two others eight times. Can any state- 
ment illustrate more forcefully the need 
for a substance which has the properties 
we hope are resident in papain? In the 
series reported were thirty-seven cases 
which had been subjected to the acid test 
of re-operation subsequent to the employ- 
ment of papain. It is highly significant 
that in 94.5 per cent of these cases papain 
was effective in either completely elimi- 
nating or materially relieving adhesions. 
The mortality rate was 1.8 per cent, an 


exceedingly low figure for this type of 
surgery, constituting strong proof of the 
harmlessness of papain properly prepared 
and used. It. should be noted here that 
Dr. Ochsner now advocates a 1-20,000 solu- 
tion of papain, using Hartman’s solution 
as a diluent. Dr. Oschner prepares his 
solution by emptying two of the twenty- 
five milligram ampoules of papain powder 
into a sterile mortar, adding Hartman’s 
solution and using a pestle to hasten solu- 
tion. Fifty milligrams of papain to each 
one thousand cc. of solution is employed. 
It was found personally convenient to in- 
ject the diluent through the rubber stop- 
per into the vial of papain and shake vig- 
orously, after this withdrawing the solu- 
tion with a needle and adding it to the 
diluent to be used. 

In a paper of such brevity only the sur- 
face could be scratched. It was hoped 
that interest in the use of papain could 
be stimulated in this section so that in the 
course of time no room for doubt would 
remain as to its value or lack of value. It 
seems unquestionably harmless, it has ap- 
parently been of value in various hands, 
and now, as with so many other things in 
medicine and surgery, we must be content 
to patiently record our observations and 
await the judgment of time and usage. 
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Slow Carbon Monoxide Asphyxiation: Neglected 
Clinical Problem 

Harvey G. Beck, Baltimore (Journal A. M. A 
Sept. 26, 1936), reports on a series of carefully 
studied cases of slow carbon monoxide asphyxia- 
tion. The symptoms exhibited have been correlated 
with the pathologic lesions produced in experimen- 
tal animals and found at autopsy. The results es- 
tablish the fact that slow carbon monoxide as- 
phyxiation (anoxemia) produces a definite clinico- 
pathologic entity despite views held to the contrary 
The symptoms arise predominatnly from organs 
rich in blood supply, thus demanding much oxygen 
such as the central nervous system and the heart 
muscles. Owing to doubt and uncertainty as to the 
existence of the malady and a scant literature on 
the subject, the condition is not generally recog- 
nized by the profession and its importance has 
been underestimated. Since there is no medicinal 
remedy when the organic changes have once de- 
vloped, treatment must be directed toward its pre- 
vention by proper public health measures 
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Therapeutic Uses of Medicinal Gases in Office 
and Bedside Practice* 


Mary Epna Srppeu, M.D. 
TULSA 


The use of medicinal gases in medical 
practice has been limited largely to the 
use of oxygen in pneumonia in which 
field it has proved to be of definite value. 
The fact that gases have not been more 
widely used is due chiefly to two reasons: 

1. Lack of knowledge by the profes- 

sion of many states in which thera- 
peutic gases may be valuable. 


2. Ignorance of method of administra- 
tion. 

The purpose of this paper is to present 
briefly a few cornmon conditions in which 
administration of gases may be of thera- 
peutic use, and to demonstrate the sim- 
plicity of administration. 

USE OF OXYGEN IN OFFICE AND BEDSIDE 

PRACTICE 

1. Local conditions:: Infections of the 
skin and mucous surfaces constitute 
an interesting field for the use of 
oxygen. It has been applied with fav- 
orable results in pyogenic skin in- 
fections, including boils, abscesses 
and ulcers. 


The technique of application is simple; 
a rubber or glass funnel being attached to 
the oxygen tank and the gas allowed io 
flow freely into the funnel which is held 
in place over the affected area. The pro- 
cedure may be repeated at intervals dur- 
ing the day, the time of application being 
from ten to thirty minutes. For abscesses, 
a few hours after incision the gas may be 
applied by inserting a small rubber tube 
into the abscess cavity and allowing the 
oxygen to irrigate the cavity, so to speak. 
Very favorable results are reported in the 
literature, the time of drainage and resolu- 
tion of tissues being considerably short- 
ened. 


The beneficial effects obtained in these 


*Read before the Second Clincal Conference, Tulsa County 
Medical Society, Tulsa, June 20, 1936 


infections are speculative but may be due 
to two factors: 

1. Oxygen may provide a medium which 
discourages growth of pyogenic bac- 
teria. 

2. Local tissue resistance may be in- 

fluenced by diffusion of oxygen. 

This applies also to the use of oxvgen in 

ulcerative conditions of the skin. In one 
instance oxygen was used with unexplain- 
able but dramatic results. This patient was 
a man with ulcers of twenty-five years 
duration on the anterior surface of the 
legs. He had suffered compound fractures 
of both legs, followed by development of 
large ulcers. He had extensive pathology, 
having a chronic nephrosis with hyper- 
tension and edema, superimposed on a 
leutic background. The ulcers were finally 
healed but at intervals concurrently with 
a relapse in the nephritic condition the 
ulcerated area would break down. This 
was observed repeatedly at intervals of 
four to six weeks and always occurred in 
the same manner, as follows: Small bluish 
black vesicles occurred at one margin of 
the healed area, followed in twenty-four 
to thirty-six hours by discoloration and 
necrosis of an area which separated and 
was removed, leaving an ulcerated area. 
Having the oxygen set up for administra- 
tion during his attacks of circulatory dis- 
tress, the nurse experimented by placing 
the oxygen mask over the skin area, when 
the first changes appeared. Much to the 
gratification of the patient, as well as the 
doctor and nurse, the necrotic change was 
arrested. This was repeated whenever a 
vesicle appeared and to date, several 
months later, the lesions have not re- 
curred. The oxygen was applied to the 
legs twice daily for ten minutes and con- 
tinued even after the lesion appeared 
healed. The effect here was possibly due 
to the local effect on the tissue resistance, 
the skin being greatly attenuated and che 
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tissues edematous, interfering with the 
local nutrition. 


In instances of widespread skin lesions 
the skin could be exposed more readily by 
placing an oxygen tent over the involved 
area. 


The use of oxygen for amelioration of 
chronic low grade sinus infection depends 
on the same factors, viz, the discourage- 
ment of pyogenic bacteria by the oxygen 
media, and the increased vitality of the 
nasal mucosa which is often boggy, thick- 
ened and pale in color. The tissues should 
be shrunk gently by the application of 
ephedrin or similar medicament, and oxy- 
gen introduced by means of a small nasal 
catheter, or by a mask and bag or oxygen 
tent. The nasal catheter is the simplest 
and least expensive method. 


These constitute a few of the common 
local conditions which may be improved 
by administration of oxygen. 


CONSTITUTIONAL CONDITIONS 


A large percentage of patients present- 
ing themselves for medical service is suf- 
fering from chronic conditions, in which 
either a mild anemia, low grade chronic 
focal infection, or both are a contributing 
factor. Improvement in these conditions is 
necessarily slow, due to the reduced re- 
sistance of the patient and to the hypo- 
chronic anemia which may have resulted. 
The patient is very prone to become dis- 
couraged on account of the slowness of im- 
provement, regardless of the admonition 
of the physician at the onset that treat- 
ment must necessarily be continued for a 
long time. In these conditions, the patient’s 
morale may be greatly helped and the re- 
covery hastened by the administration of 
oxygen. Even though it is not feasible to 
administer it daily, the results obtained 
are definite and beneficial. All the tissues 
are depressed from the relative oxygen 
want, the circulation and gastro-intestinal 
systems producing more _ pronounced 
symptoms, and many of these patients 
feel much improved for several hours 
after an oxygen treatment. In circulatory 
dysfunction, the results of the use of oxy- 
gen require no explanation, the period of 
rest for the overburdened myocardium 


produced physical and mental rest for the 
anxious and distressed patient. 


Closely related to circulatory disturb- 
ances are the metabolic disturbances, hy- 
perthyroid state with the rapid metabol- 
ism being one of the more serious condi- 
tions. Dr. Waters at the University of Wis- 
consin has developed a system for contin- 
uous administration of oxygen to these 
patients both pre-and post-operatively. He 
has equipped some forty rooms with oxy- 
gen piped to the rooms so that connections 
can be easily made. He reports very grati- 
fying results in various conditions and the 
method should be more widely used by 
hospitals and sanitoria. It can easily be 
used in the patient’s home, with a little 
instruction to the attendant and super- 
vision by the physician. 


One of the most interesting fields, and 
one of recent development, is the use of 
oxygen in diseases of the colon. Joseph 
Felsen (New York) in Archives of Internal 
Medicine, November, 1931, gives a prelimi- 
inary report of the results in treatment of 
forty patients with idiopathic ulcerative 
colitis, a disease which is very often dis- 
abling and resistant to treatment. In his 
series of cases, the diagnosis of idiopathic 
ulcerative colitis was determined by defi- 
nite clinical and laboratory data, as fol- 
lows: 

1. Diarrhoea of varying intensity with 

mucus, blood, pus, accompanied by 
colic. 
In acute stage, boggy, hyperaemic 
mucosa covered with blood or pus, 
and studded with abscesses, and ul- 
cers; confluent ulcers of intestinal 
wall with stricture or diffuse nar- 
rowing in healing or healed cases. 


2. Laboratory data—Following must be 


proved negative: 

a. Cultural —B. typhosus, paraty- 
phosus A and B and B dysen- 
teriae. 

b. Smear—B. tuberculosis. 

c. Ova and _ parasites — Serologic 
studies: Negative Wasserman 
test. Negative agglutination 
studies against B. typhosus, para- 
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typhosus A and B, B. dysenteriae, 
etc. 


The oxygenation of the intestine was 
done by running the oxygen from the 
tank through an ordinary wash bottle, rate 
of flow having been previously estimated 
by measuring the number of cubic centi- 
meters of oxygen released per minute. 
About 250 cc. of oxygen was introduced 
alternate hours during the day. He had 
previously observed the capacity, distri- 
bution and ultimate disposal of the gas by 
means of serial roentgenograms. It was 
found that an adult can tolerate one liter 
without discomfort and that five minutes 
after administration the gas was distrib- 
uted through the large and small intestine. 
The oxygen completely disappears before 
the sixth hour. Experimental work has 
proven that gases pass through the intes- 
tinal wall and in so doing follow the 
known laws of diffusion. Felson reports 
encouraging results in his series of forty 
patients and attributes the effects to the 
influence of oxygen on 


1. The intestinal flora. 
2. The intestinal tissue. 


He makes the interesting observation 
that in most cases a secondary effect was 
apparent, namely, a marked increase in 
Hb. and the number of erythrocytes. 


In The Journal A. M. A. of May 16, 1936, 
Golob of New York reports a case of 
prompt and marked improvement in a pa- 
tient suffering from amebic dysentery. If 
these observations are not a coincidence 
an interesting field is available for experi- 
mental therapy of the common as well as 
the rare diseases of the colon. 


CARBON-DIOXIDE AND OXYGEN 


The use of carbon-dioxide in oxygen de- 
pends on one property of gas, namely, that 
carbon-dioxide acts as a stimulant to the 
vasomotor center, increasing both the rate 
of output of the heart, the depth and rapid- 
ity of respiration and the blood pressure. If 
given in pure stage, carbon-dioxide acts as 
a depressant, but given with air or with 
oxygen it is a powerful stimulant. This, of 
course, suggests its use in depressed circu- 
latory states, asthenia, and low blood 
pressure. Its chief use, however, is in re- 


suscitation from asphyxiation from gas, o1 
from drowning. The first aid crews of light 
and power and gas companies are trained 
and have the equipment to administer 
carbon-dioxide and oxygen. It is a sad com- 
mentary on the alertness of the medical 
profession that commercial organizations 
are better equipped for some emergencies 
than the physicians. 


In alcohol and drug poisoning carbon- 
dioxide and oxygen is of value. A most 
important use however is in resuscitation 
of the new born infant. The use of the res- 
pirator in conjunction with carbon-dioxide 
and oxygen seems to be the most nearly 
physiologic method of initiating respiration 
in the apnoeic infant. In instances when de- 
livery is effected by means of version or 
forceps delivery, the infant will breathe 
more promptly if carbon-dioxide is given 
to the mother for two or three minutes be- 
fore extraction of the infant. 


June, 1935, Alvan L. Barach of New 
York presented a paper on the use of he- 
lium as a new therapeutic gas. Its use de- 
pends on the lightness or decreased densi- 
ty as compared with air, the volume of gas 
requiring comparatively less effort. His 
summary is as follows: “In normal indi- 
viduals breathing through a resistance and 
in compensated cardiacs a decrease in total 
of inspiratory and expiratory pressures of 
twenty-five to fifty per cent was obtained 
when helium (seventy-nine per cent) and 
oxygen (twenty-one per cent) was used 
instead of nitrogen and oxygen. The sub- 
stitution of helium for nitrogen thus has a 
physiologic basis for the treatment of cases 
of respiratory obstruction from the larynx 
to the bronchiole and in those conditions 
in which respiratory fatigue is a factor 
The present cost of the gas is nearly pro- 
hibitive but there is a bill now pending to 
permit its use for medicinal purpose under 
a special provision. For patients with asth- 
ma, pneumonia and cardiac failure, it 
offers considerable aid.” 


Possibly the sanatarium of the future 
will not only have rooms conditioned as to 
temperature and humidity, but also oxy- 
gen rooms, carbon-dioxide compartment 
for alcoholics and those poisoned by gas, 
rooms with helium and oxygen for asth- 
matics, cardiac patients and other respira- 
tory diseases. 
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| EDITORIAL 


“THE FILTER SYSTEM” 





It is evident that in some counties the 
doctors have been imposed upon in the de- 
mand made upon them for professional 
care of the indigent sick. There seems to be 
no question but what the Welfare Boards, 
in some instances, have used the services 
of the doctors to advance their own politi- 
cal interests. In many instances excessive 
pressure has been made upon the county 
physician to admit cases to the hospital 
for medical care, and in view of these facts 
it might be well, at least in some counties 
throughout the state, to perfect a plan by 
virtue of which we would have positive 
assurance, first, that the applicant for 
medical service is deserving of this service 
from an economic standpoint and unable 


to pay any part of the expense for the hos- 
pitalization and medical care; second, that 
we should be assured that the patient is 
actually in need of the hospitalization and 
special service. 

Now to overcome these difficulties and 
be assured of the above conditions it might 
be well to establish two filters, similar to 
the Filter System which has been adopted 
in the State of Michigan. By virtue of this 
svstem there would be established, first, 
an economic filter and, second, a medical 
filter. The economic filter would be com- 
posed of the County Judge and two repre- 
sentative business men (not politicians) 
who would investigate relative to the eco- 
nomic status of the applicant requesting 
medical care. The reason for having the 
County Judge as a member of the filter is 
that he has authority to administer oaths 
and it would be possible then to obtain 
sworn evidence. The investigation by these 
three would determine definitely the eco- 
nomic status of the applicant 

The medical filter would be composed 
of the County Health Oficer, one Surgeon 
and one Eye, Ear, Nose and Throat special- 
ist. This filter would determine the neces- 
sity of medica! care and whether or not 
the condition was an emergency, demand- 


ing hospitalization 


Now it would appear that after an ap- 
plicant is acted upon favorably by these 
two filters it would be a proper case fol 
hospitalization and special care. Should 
either filter find reason to object to ad- 
mitting the applicant for hospitalization 
the case would then be dismissed so far as 
this sort of assistance is concerned. 


By the application of this method it 
would seem that the medical profession 
would receive the protection they justly 
deserve and would not be called upon 
to operate elective cases where emergency 
hospitalization is unnecessary, and would 
not be called upon to do work free of 
charge for people who might be in posi- 
tion at some future time to meet this ex- 
pense. 


As mentioned above, arrangements simi- 
lar to these have been in operation in the 
State of Michigan and we are informed 
that it is operated with great satisfaction 
both to the laity and to the medical pro- 


fession. 
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ANNUAL DUES 

The time is rapidly approaching when 
the Annual Dues will again be payable, 
and I am calling your attention to the 
fact that the House of Delegates, at the 
Annual Meeting in Enid, adopted a reso- 
lution changing the amount of the dues of 
the State Association from four dollars to 
eight dollars per year. 

This fact is just being brought to the 
attention of the Secretaries of the Com- 
ponent County Societies and the member- 
ship at large in order that there may be no 
misunderstanding. 





Editorial Notes—Personal and General | 


DR. WALTER H. MILES, Oklahoma City, has 
returned from New Orleans where he attended a 
Public Health convention 





DR. LEROY LONG, Oklahoma City, was elected 
a member of the board of governors of the Ameri- 
can College of Surgeons at their recent meeting in 
Philadelphia. 


DR. LEWIS J. MOORMAN, Oklahoma City, at- 
tended the mecting of the American Clinical and 
Climatological Association held in Richmond, Va., 
in October. 


— —— , — 





| News of the County Medical Societies 


WOODWARD County Society met in regular 
session at the Baker Hotel in Woodward Tuesday, 
October 13th. Dinner was served at seven p. m 
Dr. Day of Supply, president, presided. 





Twenty-two physicians and their ladies attended 
After dinner the ladies held the regular meeting 
of the Auxiliary, after which they again joined 
the physicians for the scientific program. 

Dr. V. M. Rutherford presented a most interest- 
ing paper, “Undulant Fever with Case Report.” 

Dr. C. E. Williams gave an instructive talk upon 
the care of the “Little Things” in eye and ear 
troubles. 

Both papers were oustanding and brought forth 
free discussion. 

Adjourned to meet in Supply with the staff of 
the Western Hospital December 8th for the an- 
nual meeting. 


OKMULGEE-OKFUSKEE County Medical Socie- 
ties met October 19th in Henryetta. Following the 
six o’clock dinner, Drs. Wm. L. Bonham and M. F. 
Jacobs, Oklahoma City, presented “Diseases of the 
Floor of the Mouth” and “Chronic Ulcerative Co- 
litis,” respectively. Legislative matters were dis- 
cussed by all present. 


LEGISLATIVE FUND 


County Allotment 
Adair $ 40.00 
Alfalfa . 70.00 
Atoka-Coai . 30.00 
Beckham . 140.00 
Blaine . 90.00 
Bryan 240.00 
Caddo 240.00 
Canadian 230.00 
Carter 260.00 
Cherokee 30.00 
Choctaw 70.00 
Cleveland 270.00 
Comanche . 190.00 
Cotton 90.00 
Craig 150.00 
Creek 330.00 
Custer .. 230.00 
Garfield 420.00 
Garvin 150.00 
Grady .... 230.00 
Grant 40.00 
Greer 110.00 
Harmon 80.00 
Haskell 60.00 
Hughes . 170.00 
Jackson 160.00 
Jefferson 110.00 
Johnston ; . 10.00 
Kay 320.00 
Kingfisher . 90.00 
Kiowa .... 170.00 
Latimer .... 40.00 
LeF lore .. 160.00 
Lincoln 150.00 
Logan 200.00 
Major . 30.00 
Marshall .. 50.00 
Mayes 110.00 
McClain 60.00 
McCurtain 70.00 
McIntosh 60.00 
Murray . 110.00 
Muskogee 520.00 
Noble . . 40.00 
Nowata 50.00 
Okfuskee 150.00 
Oklahoma 2740.00 
Okmulgee 280.00 
Osage 220.00 
Ottawa 310.00 
Pawnee 100.00 
Payne 250.00 
Pittsburg 350.00 
Pontotoc . 300.00 
Pottawatomie 330.00 
Pushmataha . 80.00 
Rogers 120.00 
Seminole 320.00 
Sequoyah . 10.00 
Stephens 220.00 
Texas 50.00 
Tillman —— 
Tulsa 1980.00 
Wagoner 40.00 
Washington 250.00 
Washita 120.00 
Woods 190.00 
Woodward 260.00 


Amt. Paid 


$ 10.00 
130.00 


140.00 


60.00 


80.00 
185.00 
210.00 
250.00 
150.00 
160.00 


40.00 


120.00 


280.00 


100.90 
50.00 
100.00 


20.00 


50.00 
30.00 


50.00 
100.00 
1060.00 
210.00 
140.00 


90.00 
160.00 
180.00 
290.00 
160.00 


60.00 
110.00 


20.00 


240.00 


140.00 
140.00 


NOTE—Corrections and additions to the above 


list will be appreciated. 
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PROPOSED STATE LEGISLATION 


A PROPOSED BILL TO BE PRESENTED TU 
THE 1937 LEGISLATURE FOR ENACT- 
MENT INTO A LAW 


SENATE BILL No 


AN ACT RELATING TO THE PRACTICE OF 
THE HEALING ART IN THE STATE OF OK- 
LAHOMA, PRESCRIBING CERTAIN PENAL- 
TIES FOR VIOLATION THEREOF, ESTAB- 
LISHING A STATE BOARD OF EXAMINERS 
IN THE BASIC SCIENCES UNDERLYING THE 
PRACTICE OF THE HEALING ART, PROVID- 
ING FOR THE ORGANIZATION AND POW- 
ERS OF SAID BOARD AND MAKING CERTI- 
FICATION THEREBY A PREREQUISITE TO 
ELIGIBILITY FOR EXAMINATION FOR LI- 
CENSE TO PRACTICE ANY BRANCH OF THE 
HEALING ART, DEFINING THE HEALING 
ART, EXCEPTING CERTAIN PROFESSIONS, 
AND PERSONS FROM THE PROVISIONS OF 
SAID ART, AND DECLARING AN EMER- 
GENCY. 


BE IT ENACTED BY THE PEOPLE OF THE 
STATE OF OKLAHOMA: 


SECTION 1. No person shall be permitted to 
take an examination for a license to practice the 
healing art or any branch thereof, or be granted 
any such license, unless he has presented to the 
board or officer empowered to issue such a license 
as the applicant seeks, a certificate of ability in 
anatomy, physiology, chemistry, bacteriology, and 
pathology ‘hereinafter referred to as the basic 
sciences). issued by the State Board of Examiners 
in the basic sciences 

SECTION 2. For the purposes of this Act, the 
term healing art includes any system, treatment, 
operation, diagnosis, prescription, or practice for 
the ascertainment, cure, relief, palliation, adjust- 
ment, or correction of any human disease, ailment, 
deformity, injury, or unhealthy or abnormal physi- 
cal or mental condition. 

SECTION 3. The Governor, within thirty days 
after this Act takes effect, shall appoint a State 
Board of Examiners in the basic sciences ‘here- 
after referred to as the Board), consisting of five 
members. The members of said Board shall be 
appointed one for one year, one for two years, one 
for three years, one for four years, and one for 
five years, from the dates of their respective ap- 
pointments. On the expiration of the term of any 
member, the Governor shall fill the vacancy by 
appointment for a term of five years. On the death, 
resignation, or removal of any member, the Gov- 
ernor shall fill the vacancy by appcintment for che 
unexpired portion of the term. Every member shali 
serve until his successor is appointed and qualified 
The members of the Board shall be selected be- 
cause of their knowledge of the basic sciences 
aforesaid, and each shall be a professor, assistant 
or associate professor or an instructor on the facul- 
ty of the University of Oklahoma, Oklahoma Agri- 
cultural and Mechanical College, or some other in- 
stitution of learning in the State of Oklahoma of 
equal rank with said named institutions. Each 
member shall have resided in Oklahoma not less 
than one year next preceding his appointment. No 
member of the Board shall be actively engaged in 
the practice of the healing art or of any branch 
thereof. 

SECTION 4. The Board shall organize as soon 
as practicable after its appointment, It shall have 


authority to elect officers, to adopt a seal, and to 
make such rules as it deems expedient to carry this 
act into effect. The Board shall keep a record of all 
its procedings, which shall be prima facie evidence 
of all matters contained therein, and of such pro- 
ceedings. Every member shall receive Ten ($10.00) 
Dollars per diem and actual expenses, when active- 
ly engaged in the discharge of his statutory duties 
The compensation of the members and the other 
expenses of the Board shall be paid out of the fees 
received from applicants, but this is not to be con- 
strued as preventing appropriations to cover defi- 
cits. The treasurer of the Board shall give such 
bond, running in favor of the State, in such an 
amount and with such conditions as the state 
treasurer may prescribe. The office of the Board 
shall be at the University of Oklahoma, in Norman 
in Cleveland county, Oklahoma, and quarters 
therefore, in the State University or in some other 
building assigned thereto by the State Board of 
Public Affairs 

SECTION 5. The fee for examination by the 
Board shall be Fifteen ($15.00) Dollars. The fee 
for re-examination within any twelve month pe- 
riod after a failure to pass the original examination 
shall be Ten ($10.00) Dollars but the fee for re- 
examination after the expiration of said wwelve 
mcnths shall be the same as the original fee. The 
fee for the issuance of a certificate by authority or 
reciprocity, on the basis of qualifications as de- 
termined by the proper agency of some other state, 
territory, or the District of Columbia, or other 
jurisdiction forming a part of the United States, 
or a foreign country, shall be Fifty ($50.00) Dollars 
All fees shall be paid to the Board by the appli- 
cant when he files his application. The Board shall 
pay all money received as fees into the state 
treasury, to be placed in a special fund to the credit 
of the Board designated “The Basic Science Fund 
The state treasurer shall pay out of such fund all 
expenses incurred by the Board, on vouchers signed 
by the president and the secretary of the Board 


SECTION 6. The Board shall conduct examina- 
tions twice a year and at such other times and at 
such other places as it deems best. Every appli- 
cant, except as hereinafter provided, shall‘be ex- 
amined to determine his knowledge, ability, and 
skill in the basic sciences. The examinations shall 
be conducted in writing, but may be supplemented 
by oral examinations and may also be supplement- 
ed by examinations in the laboratory, dissecting 
rocm, and dispensary, and at the bedside. If the 
applicant receives a credit of 75 per cent or more 
in each of the basic sciences, he shall be considered 
as having passed the examination, and shall bé 
entitled to have issued to him by the Board, a 
certificate of ability in the basic sciences. If the 
applicant receives less than 75 per cent in one sub- 
ject and receives 75 per cent or more in each of the 
remaining subjects, he shall be allowed a re- 
examination at the examination next ensuing, on 
application therefor and the payment of the pre- 
scribed fee and he shall be required to be re- 
examined only in the subject in which he received 
a rating less than 75 per cent. If the applicant re- 
ceives less than 75 per cent in more than one sub- 
ject, he shall not be re-examined unless he pre- 
sents proof satisfactory to the Board, of additional 
study in the basic sciences, sufficient to Justify re- 
examination, which re-examination shall be on all 
basic science subjects 

SECTION 7. No certificate shall be issued by the 
Board unless the person applying for it submits 
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evidence, satisfactory to the Board, first, that he 
is not less than nineteen years old; second, that he 
is a person of good moral character; and, third, 
that before he began the study of the healing art, 
he was graduated by a high school accredited by 
the University of Oklahoma, or a school of similar 
grade, or that he possesses educational qualifica- 
tions equivalent to those required tor graduation 
by such an accredited high school; and fourth, 
that he has a comprehensive knowledge of the 
basic sciences as shown by his passing the exam- 
ination given by the Board, as by this Act re- 
quired. This shall not be construed to prevent the 
issue of certificates under the provisions of Section 
8 of this Act. 


SECTION 8. The Board may in its discretion 
waive the examination required by Section 7 when 
proof satisfactory to the Board is submitted show- 
ing, in addition to the other requirements of Sec- 
tion 7 herein, first, that the applicant has passed 
in another state, territory, or the District of Colum- 
bia, or other jurisdiction forming a part of the 
United States, or of a foreign country, an ex- 
amination in the basic sciences or before a State 
Board authorized to issue licenses to practice the 
healing art; second, that the requirements of that 
State are not less than those required by this Act 
as a condition precedent to the issuance of a cer- 
tificate; and, third, that the Board of Examiners 
in the Basic Sciences, or State Board in that state 
grant a like exemption from examination of the 
basic sciences to persons holding certificates from 
the State Board of Examiners of Basic Sciences of 
Oklahoma, holding licenses to practice the healing 
art according to the method or school that the ap- 
plicant proposes to follow, issued after examina- 
tion by the proper licensing Board of Oklahoma. 

SECTION 9. After the results of such examina- 
tion are known, the secretary of the Board shall 
file with the secretary of state. a report showing 
the results of each applicant’s examination so that 
such report and record of grades shall constitute 
an official record in the Department of Secretary 
of State, and this report shall show the grades of 
those who failed as well as those to whom certifi- 
cates were issued. 

SECTION 10. Any person aggrieved by any ac- 
tion of the Board may appeal to the District Court 
of Cleveland county, Oklahoma. Such appeal shall 
be taken within thirty days from the date of filing 
of report with the Secretary of State, by serving on 
the Secretary of the Board a notice of appeal, stat- 
ing the action from which the appeal is taken, the 
part thereof from which the appeal is taken, if 
the appeal is from an order of the Board, and filing 
with the Secretary of the Board a bond in the sum 
of Five Hundred (500.00) Dollars, conditioned for 
the payment of all costs of the appeal and all dam- 
ages sustained by any person because of the appli- 
cant’s failure to comply with the terms of the ac- 
tion or order of the Board, if such action or order 
be held to be legal and valid. On the filing and 
approval of such bond, the action, or order, or the 
part thereof appealed from, shall be stayed pending 
the final determination of the controversy. Im- 
mediately on the perfecting of such appeal, the 
secretary of the Board shall transmit to the clerk 
of the court of such county, the notice of the ap- 
peal and the bond, and a certified copy of all pro- 
ceedings of the Board relating to the action or or- 
der from which the appeal is taken; and such cause 
shall thereupon stand for trial at the first regular 
term of court thereafter. 

SECTION 11. Any basic science certificate and 
any license to practice the healing art or any 
branch thereof, issued contrary to this Act, is void. 
Any licensing Board which has issued a license 
on the basis of a void basic science certificate shall 
revoke or cancel that license. The procedure for 


such revocation or cancellation shall be in accord- 
ance with the provisions of the Act under which 
such license was issued, authorizing the cancella- 
tion or revocation of licenses generally. The cer- 
tificate issued to any person by the State Board of 
Examiners in the basic sciences shall be revoked 
automatically by the revocation of his license to 
practice the healing art or any branch thereof 

SECTION 12. Any person who practices the 
healing art or any branch thereof without having 
obtained a valid certificate from the State Board 
of Examiners in the basic sciences, except as other- 
wise authorized by this Act, shall be guilty of a 
misdemeanor and punished by a fine of not more 
than $500.00, or by imprisonment in the County 
Jail for not more than six months, or both, in the 
discretion of the court. 

SECTION 13. Any person who obtains or at- 
tempts to obtain a basic science certificate by dis- 
honest or fraudulent means, or who forges, coun- 
terfeits, or fradulently alters any such certificate, 
shall be guilty of a felony and shall be punished 
by a fine of not more than One Thousand 
($1,000.00) Dollars, or by imprisonment in the State 
penitentiary for not more than one year, or both, 
in the discretion of the court. 


SECTION 14. Any person who obtains, or at- 
tempts to obtain a license to practice the healing art 
or any branch thereof from any Board or officer 
authorized to issue any such license, without pre- 
senting to said Board or officer a valid certificate 
issued to the applicant by the State Board of Ex- 
aminers in the basic sciences, as in this Act re- 
quired, shall be guilty of a misdemeanor and pun- 
ished by a fine of not more than Five Hundred 
($500.00) Dollars, or by imprisonment in the Coun- 
ty Jail for not more than six months, or both, in 
the discretion of the court. 

SECTION 15. Any person who knowingly issues 
or participates in the issue of a license to practice 
the healing art or any branch thereof, first, to 
any person who has not presented to the licensing 
Board a valid certificate from the State Board of 
Examiners in the basic sciences, or, second, to any 
person who has presented to such licensing Board 
a certificate obtained from the State Board of Ex- 
aminers in the basic sciences by dishonesty or 
fraud, or by any forged or counterfeit certificate, 
shall be guilty of a misdemeanor and punished by 
a fine of not more than Five Hundred ($500.00) 
Dollars, or by imprisonment in the County Jail for 
not more than six months, or both, in the discre- 
tion of the court. 


SECTION 16. A person who has paid money or 
anything of value to a person not authorized to 
practice the healing art or a branch thereof, as 
compensation for services rendered in the practice 
of the healing art or a branch thereof, when the 
payer did not know at the time of payment that 
the payee was neither the holder of a certificate 
issued by the State Board of Examiners in the 
basic sciences nor authorized to practice without 
such a certificate, may recover such money or the 
value of the thing paid, by an action at law in- 
stituted within two years from the date of pay- 
ment. 

SECTION 17. The State Board of Examiners in 
the basic sciences and the several Boards author- 
ized to issue licenses to practice the healing art and 
branches thereof shall investigate every supposed 
violation of this Act, coming within the scope of 
the authority of such Boards, respectively, and re- 
port to the County Attorney of the county in which 
such violation occurred, all cases that in the judg- 
ment of the Board warrant prosecution. Every po- 
lice officer, sheriff, and peace officer shall investi- 
gate every supposed violation of this Act that 
comes to his notice or of which he has received 
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complaint and apprehend and arrest all violators 
It shall be the duty of the Attorney General to aid 
the several County Attorneys in the prosecution of 
violation of this Act. 

SECTION 18. This Act shall not be construed as 
applying to dentists, pharmacists, nurses, optome- 
trists, and chiropodists, practicing within the limits 
of their respective callings; nor to persons licensed 
to practice the healing art or any branch thereof, 
in Oklahoma, when this Act takes effect; nor to 
persons specifically permitted by law to practice 
without licenses, who practice each within the 
limits of the privilege thus granted to him. 

SECTION 19. Nothing in this Act shall be con- 
strued as repealing any statutory provision in force 
at the time of its passage with reference to the 
requirements governing the issue of licenses to 
practice the healing art or any brahch thereof, or 
as in any way lessening such requirements. But the 
Board authorized to issue licenses to practice the 
healing art or any branch thereof, may in its 
discretion either accept certificates issued by the 
Oklahoma Board of Examiners in the basic 
sciences in lieu of examining the applicants in such 
sciences, or it may examine such applicants in such 
sciences. The unconstitutionality of any part of this 
Act shall not be construed as invalidating any 
other separable parts of it. 

SECTION 20. This Act may be cited as Basic 
Science Act, 1937. 

SECTION 21. All Acts and parts of Acts con- 
trary to the provisions of this Act, or inconsistent 
therewith, are hereby repealed. 

SECTION 22. It being immediately necessary 
for the preservation of the public peace, health and 
safety, an emergency is hereby declared to exist, 
by reason whereof this Act shall take effect and 
be in full force from and after its passage and ap- 
proval. 

ee —E Oo —_- 

A PROPOSED BILL TO AMEND THE MEDICAL 
PRACTICE ACT OF THE STATE OF OKLA- 
HOMA TO BE PRESENTED TO THE 1937 
SESSION OF LEGISLATURE FOR 
ENACTMENT 


BE IT ENACTED BY THE PEOPLE OF THE 
STATE OF OKLAHOMA: 


SECTION 1. Section 4624 Oklahoma Statutes 1931, 

is hereby amended to read as follows 
“Section 4624. There is hereby created a State 
Board of Medical Examiners consisting of five 
members.” 

SECTION 2. Section 4625 Oklahoma Statutes 1931, 

is hereby amended to read as follows 
“Section 4625. The Governor shall appoint the 
members of the Board of Medical Examiners. No 
person shall be appointed as a member who has 
not obtained a license to practice medicine and 
surgery in the State of Oklahoma and who has 
not practiced in the State under the authority 
of that license for a period of three years imme- 
diately preceding the appointment. The mem- 
bers of the Board first appointed shall hold their 
offices for one, two, three, four and five years 
expiring December 3lst of said years. Said Board 
first appointed shall be chosen by the Governor 
from a list of twenty-five names to be submitted 
to the Governor by the Council of the Oklahoma 
State Medical Association. Annually thereafter 
Council of the Oklahoma State Medical Associa- 
tion shall submit to the Governor the names of 
five persons eligible to the appointment and from 
this list the Governor shall appoint one mem- 
ber to fill the vacancy annually occurring on the 
State Board of Medical Examiners, who shall 
serve for a term of five years, expiring December 


3lst, or until his successor shall be appointed and 
qualified. No member shall be a stockholder in 
or member of the faculty or board of trustees of 
any medical college or school.’ 
SECTION 3. Section 4626 Oklahoma Statutes 1931, 
is hereby amended to read as follows 
“Section 4626. Any vacancy in the membership 
of the Board caused by death, resignation or 
otherwise, shall be filled for the period of the 
unexpired term in the same manner as original 
appointments.” 
SECTION 4. Section 4628 Oklahoma Statutes 1931 
is hereby amended to read as follows 
“Section 4628. The State Board of Medical Ex- 
aminers shall elect from its own membership a 
president, vice-president and a secretary-treas- 
urer, each to serve for such term as the board 
may designate.” 
SECTION 5. Section 4642 Oklahoma Statutes 1931, 
is hereby amended to read as follows 
Section 4642. In case any applicant for license 
or certificate under any form herein provided 
for, shall feel aggrieved or dissatisfied with the 
official action of the board thereon, he shall 
have the right to have all his records reviewed 
by an appeal to a board, composed of the Attor- 
ney General, State Superintendent of Health 
and Dean of the University of Oklahoma School 
of Medicine.’ 
SECTION 6. Section 4652 Oklahoma Statutes 1931, 
is hereby amended to read as follows 
“Section 4652. The words ‘Unprofessional con- 
duct’ as used in this Act are hereby declared to 
mean 
‘First: Procuring, aiding or abetting a criminal 
operation or abortion 
‘Second Advertising in any manner, either in 
his own name or under the name of another per- 
son, firm, association or corporation, in any news- 
paper, pamphlet, circular, or other written or 
printed paper or document, the treatment of or 
the curing of venereai diseases, or the private 
diseases peculiar to men and women, or the ad- 
vertising, or holding himself out to the public, 
in any manner as a specialist in the diseases of 
the sexual organs, or diseases caused by sexual 
weakness, self-abuse or excessive indulgence, o1 
in any disease of like nature produced by like 
causes, or the restoration of “lost manhood” or the 
advertising of any medicine or any means -what- 
soever whereby the monthly periods of women 
can be restored or regulated or the menses be re- 
established, if suppressed, or being employed by 
or in the service of, any person, firm, association 
or corporation so advertising 
“Third. The obtaining of any fee or offering to 
accept any fee, present or other form of remun- 
eration whatsoever, on the assurance or promise 
that a manifestly incurable disease can or will 
be cured 
“Fourth. Wilfully betraying a professional secret 
to the detriment of the patient 
“Fifth. Habitual intemperance or the habitual 
use of the habit-forming drugs 
“Sixth. Conviction of a felony or any offense in- 
volving moral turpitude 
‘Seventh. The employment of what is commonly 
known as ‘cappers’ or ‘steerers’ in procuring 
practice 
“Eighth. All advertising of medical business in 
which statements are made which are grossly un- 
true or improbable and calculated to mislead the 
public 
“Ninth. Conviction or confession of a crime in- 
volving the violation of the anti-narcotic or pro- 
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hibition laws and regulations of the Federal Gov- 
ernment, or the Board of Health laws and regu- 
lations of the State of Oklahoma. 
“Tenth. Dishonorable or immoral cenduct. 
“Eleventh. Professional connection with, or lend- 
ing one’s name to any person engaged unlawful- 
ly in the practice of medicine and surgery; or 
engaging in the practice of medicine or surgery 
under any name other than the one specified on 
the license of the licentiate.” 
SECTION 7. Section 4653 Oklahoma Statutes 1931, 
is hereby amended to read as follows: 
“Section 4653. It shall be unlawful for any per- 
son licensed to practice medicine and surgery to 
practice under any name other than his own.” 


SECTION 8. Section 4655 Oklahoma Statutes 1931, 
is hereby amended to read as follows: 

“Section 4655. The salary of the secretary of the 
Board of Medical Examiners shall be Twelve 
Hundred ($1,200.00) Dollars per annum, and other 
members of said board shall receive a per diem 
of Twenty ($20.00) Dollars for each and every 
day of actual service in the discharge of their 
duties under this Act. It is herein provided that 
the secretary may, by the direction of the board, 
employ a stenographer, whose salary will not ex- 
ceed One Hundred ($100.00) Dollars per calendar 
month. It is further provided that the necessary 
expenses of each member, the secretary and the 
stenographer of the board, including office equip- 
ment and supplies incurred in the discharge of 
the official duties thereto pertaining, shall be 
paid, by direction of the board, out of the funds 
of the board and such traveling expenses incurred 
in the discharge of duties outside the State shall 
be included.” 

SECTION 9. It being immediately necessary for 
the preservation of the public peace, health and 
safety, an emergency is hereby declared to exist, 
by reason whereof this Act shall take effect and be 
in full force from and after its passage and ap- 
proval. 
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News Notes of Woman’s Auxiliary 











The aim of the Medical Auxiliary is “Every Eli- 
gible Doctor’s Wife an Auxiliary Member.” 

Slogan: “Know Your Auxiliary; Be an Informed 
Member.” 

The State Officers and Standing Committees are 
as follows: 

Organization 

National Chairman—Mrs. David S. Long, Long 
Crest, Harrisonville, Mo. 

State Chairman—Mrs. Hugh Jeter, 912 E. 15th, 
Oklahoma City, Oklahoma 

Cleveland—Mrs. D. G. Willard, 624 Tulsa, Nor- 
man, Oklahoma 

Garfield—Mrs. J. L. Walker, 1625 E. Broadway, 
Enid, Oklahoma. 

Oklahoma—Mrs. Carroll M. Pounders, 904 N. E 
19th, Oklahoma City, Oklahoma. 

Pittsburg—Mrs. (Dr.) Fulton, Atoka, Oklahoma. 

Pottawatomie—Mrs. Eugene Rice, (Pres.), 202 N 
Beard, Shawnee, Oklahoma. 

Tulsa—Mrs. F. L. Flack, (Pres.), 1747 S. Florence, 
Tulsa, Oklahoma. 

Woodward—Mrs. J. M. McMillan, Supply, Okla 

Press and Publicity 

National Chairman—Mrs. Jas. P. Simonds, 25 E 
Walton Place, Chicago, Ill. 

State Chairman—Mrs. Elias Margos, 2739 N. W. 
18th, Oklahoma City, Oklahoma. 


Cleveland—Mrs. J. J. Gable, 101 State Drive, Nor- 
man, Oklahoma 

Garfield—Mrs. Bruce Hinson, 1017 W. Wabash 
Enid, Oklahoma. 

Pittsburg—Mrs. Walter Dell, 601 S. Second St., 
McAlester, Oklahoma. 

Oklahoma—Mrs. Henry W. Harris, 909 N. E. 18th 
Oklahoma City, Oklahoma. 

Pottawatomie—Mrs. Eugene E. Rice, (Pres.), 202 
N. Beard, Shawnee, Oklahoma. 

Tulsa—Mrs. Fred E. Woodson, 1904 S. Florence 
Tulsa, Oklahoma. 

Woodward—Mrs. C. E. Williams, Woodward, Ok- 
lahoma 

Hygeia 

National Chairman—Mrs. James D. Lester, 208 
2ilst Ave. S. Nashville, Tenn. 

State Chairman—Mrs. Frank Stuart, 1203 S 
Richmond, Tulsa, Oklahoma. 

Cleveland—Mrs. Ben Cooley, 808 Classen, Nor- 
man, Oklahoma. 

Garfield—Mrs. P. W. Hopkins, 423 W. Pine, Enid, 
Oklahoma. 

Pittsburg—Mrs. F. J. Baum, 632 Adams, McAles- 
ter, Oklahoma 

Pottawatomie—Mrs. Eugene Rice, (Pres.), 202 N. 
Beard, Shawnee, Oklahoma. 

Tulsa—Mrs. H. Lee Farris, 2214 E. 25th Place, 
Tulsa, Oklahoma. 

Oklahoma—Mrs. Onis Hazel, 707 N. E. 15th, 
Oklahoma City, Oklahoma. 

Woodward—Mrs. F. C. Camp, Buffalo, Oklahoma. 

Public Relations Committee 

National Chairman—Mrs. J. Boner White, 769 
Penn. Ave., N. E. Atlanta, Ga. 

State Chairman—Mrs. George Garrison, 1144 N 
W. 27th, Oklahoma City, Oklahoma 

Cleveland—Mrs. C. S. Bobo, 514 Elm Ave., Nor- 
man, Oklahoma 

Garfield—Mrs. Glenn Francisco, 1810 W. Okla- 
homa, Enid, Oklahoma. 

Pittsburg—Mrs. L. S. Willour, 6th and South, 
McAlester, Oklahoma. 

Pottawatomie—No chairman’s name submitted 
President, Mrs. Eugene E. Rice, 202 N. Beard, Shaw- 
nee, Oklahoma. 

Oklahoma—Mrs. Henry H. Turner, 525 N. W 
13th, Oklahoma City, Oklahoma. 

Tulsa—Mrs. Hugh C. Graham, 1503 S. Baltimore, 
Tulsa, Oklahoma. 

Wocedward—Mrs. O. C. Newman, Shattuck, Ok- 
lahoma 

Program (Health Education) 

National Chairman—Mrs. V. E. Holcomb, 1106 
Virginia St., Charleston, W. Va. 

State Chairman—Mrs. Chas. A. Brake, Hospital 
Grounds, Norman, Oklahoma 

Cleveland—Mrs. G. M. Clifton, 116'2 E. Main, 
Norman, Oklahoma 

Garfield—Mrs. Glenn Francisco, 1810 W. Okla- 
homa, Enid, Oklahoma. 

Oklahoma—Mrs. Henry H. Turner, 525 N. W 
13th, Oklahoma City, Oklahoma 

Pittsburg—Mrs. Walter Dell, 601 Sonth Second, 
McAlester, Oklahoma 

Pottawatomie—Mrs. Eugene Rice, (Pres.), 202 N 
Beard, Shawnee, Oklahoma. 

Tulsa—Mrs. Hugh C. Graham, 1503 S. Baltimore 
Tulsa, Oklahoma. 

Woodward—Mrs. O. C. Newman, Shattuck, Ok- 
lahoma. 
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Historian 
National Historian—Mrs. William Hibbets, 2525 
Wood Ave., Texarkana, Ark. 
State Historian—Dr. Winnie Sanger, 1909 N. W 
22nd, Oklahoma City, Oklahoma. 
Cleveland—Mrs. H. B. Kniseley, 333 E. Macy, 
Norman, Oklahoma. 
Garfield—Mrs. S. H. McEvoy, 1823 W. Main, Enid, 
Oklahoma. 
Oklahoma—Mrs. Walter Morledge, 605 Eubanks, 
Oklahoma City, Oklahoma. 
Pittsburg—Mrs. Walter Dell, 601 Sonth Second, 
McAlester, Oklahoma. 
Pottawatomie—Mrs. Eugene Rice, (Pres.), 202 N 
Beard, Shawnee, Oklahoma. 
Tulsa—Mrs. Fred E. Woodson, 1904 S. Florence, 
Tulsa, Oklahoma. 
Woodward—Mrs. H. K. Hill, Laverne, Oklahoma. 
Student Loan 
State Chairman—Mrs. J. M. Byrum, 1703 N. 
Broadway, Shawnee, Oklahoma. 
Cleveland—Mrs. R. D. Lowther, 502 S. Crawford, 
Norman, Oklahoma. 
Garfield—Mrs. F. A. Hudson, (Pres.), 1001 W 
Elm, Enid, Oklahoma. 
Oklahoma—Mrs. Hugh Jeter, 912 E. 15th, Okla- 
homa City, Oklahoma. 
Pittsburg—Mrs. J. F. Parks, 1220 S. 7th, McAles- 
ter, Oklahoma. 
Pottawatomie—Mrs. Eugene Rice, (Pres.), 202 N 
Beard, Shawnee, Oklahoma. 
Tulsa—Mrs. Frank L. Flack, (Pres.), 1747 S. Flor- 
ence, Tulsa, Oklahoma. 
Woodward—Mrs. T. C. Leachman, Woodward, 
Oklahoma. 
The County Officers and Standing Committees 
are as follows: 
Cleveland 
President—Mrs. O. E. Howell, 844 Chautauqua, 
Norman, Oklahoma. 
Vice President—Mrs. C. A. Brake, Hospital 
Grounds, Norman, Oklahoma. 
Secretary—Mrs. J. L. Haddock, 756 S. Jenkins, 
Norman, Oklahoma. 
Treasurer—Mrs. Carl Steen, 103 State Drive 
Norman, Oklahoma. 
Garfield 


President—Mrs. F. M. Hudson, 1001 W. Elm, 


Enid, Oklahoma. 
Oklahoma 

President—Mrs. F. Redding Hood, 404 Hill St., 
Oklahoma City, Oklahoma. 

Vice President—Mrs. Floyd Keller, 418 N. W 
34th, Oklahoma City, Oklahoma. 

Recording Secretary—Mrs. Forrest M. Lingen- 
felter, 3336 N. W. 20th, Oklahoma City, Oklahoma 

Corresponding Secretary—Mrs. Grider Penick, 
904 N. E. 16th, Oklahoma City, Oklahoma. 

Treasurer—Mrs. F. Maxey Cooper, 322 N. E. 16th, 
Oklahoma City, Oklahoma. 

Pittsburg 

President—Mrs. Benj. Kies, 2622 North Main, 
McAlester, Oklahoma. 

Vice President, Mrs. L. S. Willour, 6th and South, 
McAlester, Oklahoma. 

Secretary—Mrs. Walter Dell, 601 South Second 
McAlester, Oklahoma. 

Treasurer—Mrs. Floyd Bartheld, 425 E. Osage 
McAlester, Oklahoma. 

Pottawatomie 

President—Mrs. Eugene Rice, 202 N. Beard, 
Shawnee, Oklahoma. 

Vice President—Mrs. David Gillish, Indian Sani- 
tarium, Shawnee, Oklahoma. 


Secretary-Treasurer—Mrs. Clinton Gallaher, 626 

N. Broadway, Shawnee, Oklahoma 
Tulsa 

President—Mrs. Frank L. Flack, 1747 S. Florence, 
Tulsa, Oklahoma. 

President-Elect—Mrs. James L. Miner. 3515 E 
12th, Tulsa, Oklahoma 

Vice President—Mrs. Thomas H. Davis, 1563 S 
Yorktown, Tulsa, Oklahoma. 

Recording Secretary—Mrs. Fred L. Bolton, 212 E. 
27th, Tulsa, Oklahoma 

Corresponding Secretary—Mrs. G. R. Russell, 2727 
S. Columbia Place, Tulsa, Oklahoma 

Treasurer—Mrs. Frank Stuart, 1203 S. Richmond 
Tulsa, Oklahoma 

Woodward 

President—Mrs. J. C. Duncan, Forgan, Oklahoma 

Vice President—Mrs. John L. Day, Supply, Ok- 
lahoma. 

Secretary—Mrs. H. L. Wright, Supply, Oklahoma 

Treasurer—Mrs. Haskell Newman, Shattuck, Ok- 
lahoma 


OKLAHOMA County Auxiliary held their An- 
nual Tea October 2, 1936, in the Venetian Room of 
the Young Women’s Christian Association. About 
one hundred registered 

The Oklahoma City Clinical Society met October 
26th, 27th, 28th and 29th, the Oklahoma County 
Auxiliary entertaining the wives of the visiting 
doctors 

- — aie 
What Every Woman Doesn’t Know—How to Give 
Cod Liver Oil 

Some authorities recommend that cod liver oil be 
given in the morning and at bedtime when the 
stomach is empty, while others prefer to give it 
after meals in order not to retard gastric secretion 
If the mother will place the very young baby on 
her lap and hold the child's mouth open by gently 
pressing the cheeks together between her thumb 
and fingers while she administers the oil, all of 
it will be taken. The infant soon becomes accus- 
tomed to taking the oil without having its mouth 
held open. It is most important that the mother 
administer the oil in a matter-of-fact manner 
without apology or expression of sympathy. 

If given cold, cod liver oil has little taste, for the 
cold tends to paralyze momentarily the gustatory 
nerves. As any “taste” is largely a metalllic one 
from the silver or silverplated spoon (‘particularly 
if the plating is worn), a glass spoon has an ad- 
vantage 

On account of its higher potency in Vitamins 
A and D, Mead’s Cod Liver Oil Fortified with 
Percomorph Liver Oil may be given in one-third 
the ordinary cod liver oil dosage, and is particular- 
ly desirable in cases of fat intolerance 

—_ : = 
Injury of Hand: Clinical Lecture at 
Kansas City Session 

Sumner L. Koch, Chicago ‘(Journal A. M. A., 
Sept. 26, 1936), states that the arrest of hemor- 
rhage, the treatment of shock, and the careful ex- 
amination of the hand—not the wound—are the 
first steps in the care of an injured hand. The 
principles involved in the further treatment, as in 
the treatment of any compound injury, are care 
not to add injury to that which has already taken 
place, careful excision of hoplessly injured tissue, 
the use of a minimum amount of foreign material 
in the repair of the injured structures, closure of 
the open wound as soon as it can be done with 
safety, and rest until healing has taken place 
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RADIO BROADCASTS 


The American Medical Association and the Na- 
tional Broadcasting Company are presenting the 
second series of dramatized health broadcasts 
under the title “Your Health.” The first broadcast 
in the new series, the thirty-second dramatized co- 
operative broadcast under the title “Your Health,” 
was given October 13. The theme for 1936-1937 
differs slightly from the topic in the first series, 
which was medical emergencies and how they are 
met.” The new series is built around the central 
idea that “100,000 American physicians in great 
cities and tiny villages, who are members of the 
American Medical Association and of county and 
state medical societies, stand ready, day and night, 
to serve the American people in sickness and in 
health.” 

The program will go out on the Blue network 
instead of the Red, as originally announced. The 
announcement cards that were sent out when the 
program was planned for the Red network can be 
changed simply by substituting the word “Blue” 
for “Red” where it occurs. Stations in this section 
to which the program is available are as follows: 


WSMB—New Orleans WOAI—San Antonio 
KVOO—Tulsa WLW—Cincinnati 
WFAA—Dallas WENR—Chicago 
WBAP—Fort Worth WLS—Chicago 
KTHS—Hot Springs KWkK-—St. Louis 
KTBS—Shreveport WREN-~—Kansas City 
KPRC—Houston 


The topics are announced monthly in advance in 
Hygeia, the Health Magazine, and three weeks in 
advance in each weekly issue of The Journal of 
the American Medical Association. 

The time of the broadcast is Tuesday afternoon 
at 5 o'clock eastern standard time (4 o’clock central 
time, 3 o’clock mountain time).—Journal A. M. A., 
October 24, 1936. 
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Glomus Tumor 

Frank J. Jirka and Carlo S. Scuderi, Chicago 
(Journal A. M. A., July 18, 1936), give the syno- 
nyms that have been used for glomus tumor as: 
angioneuroma, angiOsarcoma, Popoff tumors, 
tumeur glomique, tumeur du glomus neuromyo- 
arteriel, subcutaneous painful tubercle, angiomyo- 
neurome, subcutaneous glomae tumor, angioma, 
perithelioma, false neuroma, glomangiomas and 
neuromyo-arterial glomus. Clinically a glomus 
tumor is characterized by a bluish discoloration of 
the skin, mounted on the top of a small cutaneous 
elevation. This area is very painful and, when irri- 
tated, produces a most excruciating radiation of 
pain up and down the extremity. More than fifty 
per cent of them, according to Bailey, are subun- 
gual, but almost every portion of the skin surface 
may be the seat of this lesion. The tumor is benign, 
and surgical removal produces a simple and com- 
plete cure. Including the case that the authors are 
presenting, the total number of authentic cases in 
the literature is seventy. Out of more than 74,000 
surgical specimens from the Cook County Hospital, 
only one other case has been seen, and that in 
1931, giving an approximate idea of the rarity of 
this lesion. 

——_ —_——__—— —_ 4) —— 

Vascular Collapse in Toxemia of Pregnancy 

According to Fred L. Adair, Chicago, Arthur B 
Hunt, Rochester, Minn., and Rupert E. Arnell, Chi- 
cago (Journal A. M. A., Sept. 26, 1936), parturitional 
vascular collapse is a grave condition occurring 
typically in a rather small percentage of elderly 


multiparas who have been afflicted with a pro- 
gressively severe nephritis in succeeding preg- 
nancies. The incidence of this condition in their 
clinic was 0.2 per cent of all deliveries and 2.55 per 
cent of all toxemic patients. The toxemia seems 
to be the most important etiologic factor, with de- 
livery definitely exciting the appearance of vascu- 
lar collapse. The blood pressure and general con- 
dition of cases of severe and chronic toxemia 
should be watched closely for twelve hours after 
delivery. Equipment and personnel should be ready 
for prompt and effective treatment in the event of 
the collapse of such a patient. The mortality is 
high, 15.49 per cent of seventy-one cases reported. 
The condition is an entity deserving of recognition 
and further study because of its gravity and be- 
cause proper treatment should reduce the mor- 
tality appreciably. The most common pathologic 
lesion was a chronic glomerulonephritis. The liver 
lesions in these cases may merit further study 
Proper use of hypertonic intravenous dextrose so- 
luticn forms the basis for effecting recovery from 
the shock. A secondary partial anuria, associated 
with hypotension, may require management 
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Oral Complications of Chronic Alcoholism: 
Significance, Recognition and Treatment 


The case material presented by M. A. Blanken- 
horn and Tom D. Spies, Cincinnati (Journal A. M. 
A., August 29, 1936), is a group of seventy-three 
alcoholic pellagrins and a series of one hundred and 
twenty-five cases of pellegra, ninety-five per cent 
of which were known as chronic alcoholic addicts 
In the first series eighty-eight per cent had mouth 
lesions; in the second series, more than fifty per 
cent. Because of the prevalence of these lesions, 
which can easily be found if looked for, the authors 
suggest that any one addicted to alcohol who 
comes complaining of weight loss, poor appetite, or 
weakness should be so examined. The tongue, lips 
and buccal membranes, gums and palate are all 
concerned and the term stomatitis covers the con- 
dition generally. As to glossitis, the tongue be- 
comes slightly swollen as evidenced at first by an 
increase in size and later by teeth impressions at 
the sides and tip. This swelling is almost always 
associated with bright red discoloration or exag- 
geration of the normal color. It is remarkable how 
little of coating there may be, even though the pa- 
tient eats poorly. As the process extends, more and 
more of the tongue is involved and there is an in- 
crease in the intensity of the red discoloration and 
in the swelling. If treatment is not given, ulcers 
may appear along the sides and tip, rarely on top 
Stomatitis follows a course similar to that of gloss- 
itis. The gums and mucous membranes become 
deeply reddened, swollen and tender. If left un- 
treated, the process extends and often involves 
large areas, and here and there may appear ulcera- 
tion of a mild form. The methods of treatment 
which the authors found to be most efficacious in 
the treatment of pellagra have likewise proved to 
be beneficial in treating the glossitis and stomati- 
tis complicating chronic alcoholism. These methods 
consist in the administration of a well balanced, 
highly nutritious diet of at least four thousand cal- 
ories a day supplemented by 25 gm. of yeast or 
liver extract three times a day. Wheat germ, ad- 
ministered in amounts of fifty gm. four times a 
day as a supplement to the diet, is also very bene- 
ficial. Response to such methods of treatment is 
dramatic; marked improvement occurs in from 
twenty-four to thirty-six hours, and within a few 
days the tongue and mucous membranes have 
changed from dark red to grayish pink and have 
returned to their normal size. 
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Certain Aspects of the IntraCapsular Extraction of 
Cataract by Forceps. Arnold Knapp, M.D., New 
York. Archives of Ophthalmology, September, 
1936. 


Intracapsular extraction of the cataract is the 
ideal operation. The procedure is increasing in 
popularity. The technic is more difficult to attain 
and there is present the increased possibility of the 
vitreous prolapse. Knapp gives his classification of 
cataracts. He says the time to operate is when the 
anterior chamber is sufficiently deep and the pa- 
tient cannot read or do his work. There seems to 
be no way known, at the present, to determine 
whether or not one will be able to dislocate whe 
lens in the capsule successfully before the opera- 
tion is actually done. The older the patient, the 
better the chance for successful intracapsular ex- 
traction. The different types of forceps used in 
this operation are discussed. The author prefers 
to use a well made Kalt forceps 


Elschnig's indications for intracapsular extraction 
are: immature, nuclear or cortical cataract; senile 
nuclear cataract; mature cataract; hypermature 
cataract with a large, brown nucleus (‘the an- 
terior cortex having been absorbed), and cataract 
brunescens. His contra-indications are tumescent 
and morgagnian cataract. The views of other in- 
vestigators on the indications and contra-indica- 
tions of the intracapsular operation are discussed 
As a whole they generally coincide. With these 
the author agrees with the addition that there 
are few contra-indications and that with proper 
precautions the intracapsular operation may be 
attempted in every case of senile cataract. Myopes 
of high degree have weak zonules, which facilitates 
the extraction. The hypermature cataract usually 
has a strong zonule. The experience of the author 
shows that the cataract in an eye with glaucoma 
is easily removed. 

With some slight variation the following pre- 
liminary steps are used by most operators: the 
administration of sedatives, the induction of aki- 
nesia, suture of the superior rectus muscle, deep 
intraocular injection, section with a conjunctival 
flap or with Kuhnt’s conjunctival keratoplasty and 
conjunctival suture and iridectomy, complete or 
partial. Operators differ as to where is the cor- 
rect point to grasp the capsule of the lens. The 
author, along with Elschnig, Arruga and Blasko- 
vics prefers the lower half of the anterior surface as 
the grasping point. In order to dislocate the lens 
it is necessary to make it swing about a trans- 
verse axis. Counter pressure is made from below 
and the lens is moved in various directions until 
ready for expression. Expression may be accom- 
plished either by traction or pressure. Knapp re- 
leases the forceps from the capsule after the lens 
is dislocated and finds that the lens readily tum- 
bles and is easily extracted by the Smith vechnic. 


The maneuver of tumbling appears not to be 
generally practiced, probably because its technic 
is not well understood. The author’s objection to 
traction is the hazard of torn capsules and the 
greater loss of vitreous. 


In closing the author urges conservatism. If after 
going through the routine procedure, the zonular 
fibres do not rupture with a reasonable amount 
of manipulation, then the attempt at an intra- 
capsular expression should be abandoned, and an 
extracapsular operation done 


The Clinical Significance of Compensatory Granu- 
lar Pharyngitis. Harold I. Lillie, M.D., Roches- 
ter, Minn. Archives of Otolaryngology, Septem- 
ber, 1936. 


Lillie disagrees with the prevalent idea that un- 
pleasant sypmtoms referable to the pharynx are 
attributable to the secondary effect of disease of 
the paranasal sinuses 


Some theories of the tonsil’s function are: (1) 
that they furnish protection against bacterial in- 
vasion, (2) that they function as glands of in- 
ternal secretion, (3) that they are organs in which 
blood cells are formed, (4) that they are exposed 
lymph nodes, probably with a function of elimina- 
tion or excretion and (5) that they produce anti- 
bodies. Lillie thinks the real function of the ton- 
sils may include several of these theories 


The embryology of the adenoid, pharyngeal and 
lingual tonsil and the palatine or faucial tonsil is 
reviewed. The adenoid, pharyngeal and lingual 
tonsillar tissues develop from the submucous im- 
plantation of lymphocytes. The palatine or faucial 
tonsil develops from the mesoderm of the second 
pharyngeal pouch. Of these mentioned the faucial 
tonsil is the only one that can be completély re- 
moved. After their removal sometimes the lateral 
pharyngeal bands and the tonsillar plaque in«the 
pharyngeal wall increase in size. This produces 
a sense of discomfort to the patient. The author 
regards this condition as a compensatory granular 
pharyngitis, i. e., an effort on the part of nature 
to supply tissue which will probably perform the 
unknown function of the removed faucial tonsils 


The histology and pathology is discussed. Con- 
gested pharyngeal membrane resulting in a dis- 
turbed function produce some of the following 
symptoms: a constant sore throat, aching throat 
the sensation of a foreign body in the throat, 
hawking, gagging and paroxysms of coughing at- 
tempting to remove clumps of mucus in the morn- 
ing, the frequent desire to swallow, the inter- 
ference with voice in public speakers, the patient 
becomes “pharynx conscious.’ 


Many times one should be able to forecast this 
sequalae of removal of tonsils and adenoids. The 
author uses the term “lymphatism” to describe this 
assembly of patients. Here are found the red- 
headed or light-complexioned, those with thin 
skins and sensative mucous membranes, those sub- 
ject to frequent attacks of upper respiratory tract 
infections, those below par physically, those hav- 
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ing an unbalanced diet and poor hygienic back- 
ground. 

A typical throat is described. The tonsils are 
large, soft and red, containing debris or caseous 
plugs; cervical nodes palpable; lateral pharyngeal 
bands enlarged and red—granular in appearance 
superficially dry, extending up toward the fossa 
of Rosenmuller: granular pharynx—possible folli- 
cular formation with caseous plugs or submucous 
abscesses. He advises that if this type of patient 
needs to have the faucial tonsils removed, because 
of many attacks of follicular tonsillitis or if as 
a result of the chronic infection there is evidence 
of a focal infection in the body, it is better to 
medicate the patient thoroughly before operation 
in an attempt to get the pharyngeal condition under 
control. This secondary granular pharyngitis some- 
times assumes significance from the basal principle 
of focal infection. 

Various forms of treatment that have been used 
are mentioned, including topical application of 
numerous drugs, sprays and gargles, roentgen rays, 
diathermy and electro-coagulation and surgical 
removal. The results obtained have been universal- 
ly disappointing. The author prefers the ingestion 
of iodine in some form. In adults he uses ethyl 
di-iodobrassidate in tablet form. In children syrup 
of hydriodic acid may be used. 


Some Remarks on the Surgical Treatment of Peri- 
tonsillar Inflammations. Reidar Schroeder, Co- 
penhagen. The Journal of Laryngology and Otol- 
ogy, September, 1936. 


Schroeder states that ordinarily peritonsillar abs- 
cess is a benign, though painful disease, but that 
when complications occur, it rapidly becomes dan- 
gerous, justifying radical surgical treatment. 

Tonsillectomy as a treatment for peritonsillar 
abscess is still a debatable question. The danger of 
this treatment is shown by the fact that Leicher, 
Haardt, Hayman and Soderberg have reported fatal 
ecmplications after tonsillectomy for acute peri- 
tonsillitis 

Levinger, Stenger and Canuyt have proposed 
separation of the upper pole of the tonsil, and 
partial tonsillectomy, to lessen the precariousness 
of the surgery. Another method of theirs is that 
of making a large opening to the tonsillar bed 
through the anterior faucial pillar. 

The author's experience leads him io believe that 
most of the abscesses are located behind the upper 
pole of the tonsil and are easily drained well by 
opening at the top of the anterior faucial pillar. 
The abscess located behind the lower half of the 
tonsil is the most dangerous as then such compli- 
cations as thrombosis of the internal jugular vein, 
septic emboli and other fatalities may occur. The 
simple incision through the anterior faucial] pillar 
in such cases is not sufficient and further surgery 
becomes inevitable. 

In the usual peritonsillar abscess the simple in- 
cision, as mentioned above, is made and the cavity 
kept open, daily, until all the pus has been drained 
He mentions the fact that in several instances a 
total tonsillectomy has been performed a few days 
after the simple incision for the abscess was made, 
without untoward sequalae. Partial or total ton- 
sillectomy “a chaud” is done in cases in which it 
is suspected that the detachment is insufficient for 
proper drainage as in a very low or parapharyngeal 
abscess. 


Detachment of the upper part of the tonsil is 
used when no pus appears even after repeated in- 
cisions, where the swelling of the throat is un- 
changed or increased, the temperature still high, 
and the general condition of the patient is not 
satisfactory, where oedema of the glcttis occurs, 


swelling of the neck, and where there is evidence 
of a general infection such as albuminuria and 
haematuria 

The simple incision is made without anaesthesia; 
injection of novocain-adrenalin solution is used 
for the tonsillar detachment. The pharyngeal plexis 
is anesthetized, the site of injection being above 
and medial to the last molar tooth to a depth of 
one and one-half to two cm. This eliminates all 
trismus. 

One hundred and forty-eight cases are reported; 
ninety-two were treated by peritonsillar incision 
only; fifty-six were treated by further operation 
The reasons for further surgical treatment were 
in fifteen cases no pus appeared after repeated 
incisions and the temperature remained high; in 
thirteen cases the abscess was followed by nephri- 
tis; in eleven cases oedema of the glottis occurred; 
in seventeen cases parapharyngeal abscess fol- 
lowed; in two cases there was a thrombophlebitis 
of the internal jugular vein. His operative tech- 
nique in forty-three cases was detachment of the 
upper tonsillar pole, in five cases on both sides; in 
ten cases total and in three cases partial tonsillec- 
tomy “a chaud.” 

According to the author following the technique 
he outlines, the bleeding is less and under better 
control when detachment of the tonsil is practiced; 
also fewer lymphatic vessels are opened. 

His closing thought is the unusual incidence of 
the complication of a parapharyngeal abscess fol- 
lowing a peritonsillar inflammation. 


The Relationship of Asthma to Nasal Pathology. 
Irving Muskat, M.D., Chicago. The Eye, Ear, 
Nose and Throat Monthly, October, 1936. 


This relationship has been a subject for contro- 
versy many years. No one seems to question but 
what there is a close association between the two 
but what it is few agree upon. In a review of the 
experiences of the clinician, the physiologist and 
the pathclogist, one finds quite an array of meth- 
ods in practice for the control and treatment of 
this condition. Allergy in relationship to nasal 
pathology is first discussed. This brings up the 
clinical and histopathologic study cf vasomotor or 
hyperaesthetic rhinitis, hay-fever, bronchial asth- 
ma, catarrhal rhinitis and sinusitis, nasal and 
paranasal polypi and edema, and hyperplastic sinus 
disease. He says these conditions only signify 
various stages of the same fundamental disease 
hyperaesthetic rhinitis representing the early stage 
and hyperplastic sinusitis or polyposis the advanced 
stage. 

There are many theories advanced but the author 
states that we do not know what allergy or ana- 
phylaxis is. Because it is thought that specific 
antigen fails to produce enough anti-antigens or 
anti-amino acids to render the foreign protein 
harmless, some, attempt to identify this foreign 
protein and then immunize the individual by in- 
jections or withdrawal of the offending protein or 
both. When the subject of bacterial allergy is dis- 
cussed the issue becomes yet more confused. Other 
factors such as heat, cold, friction, light, psychic 
status, and others we do not yet realize enter into 
this debatable subject. 

Horton and Brown found that the constitutional 
reactions produced by cold were the same to those 
of histamine, and consequently decided that the 
physical as cold might break down certain pro- 
teins in the body and liberate the histamine-like 
bodies. 

Much time and effort has been spent in trying 
to locate an etiologic factor in the nose to account 
for bronchial asthma. Bacterial infection, non- 
bacterial allergy, and the neurogenic theories have 
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been advanced and used, each more or less suc- 
cessfully. The author says “the trouble in coming 
to a sane fundamental mode of thinking, however, 
was because the above facts as regards the mech- 
anism of allergy has been ignored in the effort to 
prove one point for everything.” 

If there is a definite nasal pathology in the 
presence of the bronchial asthma, it is obvious that 
the disease must be eliminated. He reminds us that 
an allergic nose at one examination may appear 
wet and boggy, with sinuses dark on transillumina- 
tion, the lipiodine injection indicating polyposis 
and on a subsequent examination may appear 
practically normal. Surgery in such a case is surely 
contra-indicated. It should be kept under observa- 
tion for some time and carefully studied. If there 
is polypoid tissue present then adequate surgery 
must be done to bring about proper aeration and 
drainage. 

A Caldwell Luc operation is the only one that 
will bring relief if in the antrum there is a chronic 
purulent hyperplastic disease. 

Different men claim success in the care of asth- 
ma with a variety of drugs and treatments. Some 
of these as mentioned in this article are: tuber- 
culin, calcium, sodium iodide, thyroid, vaccines 
peptone, diathermia and cauterization of the nasal 
mucous membrane 

Chevalier Jackson is quoted: “All who wheeze 
have not asthma.” Bronchiectasis with a chronic 
purulent and polypoid sinus disease may be the 
cause. 

In closing the author states: “that the diagnosis 
and treatment of asthma with its relationship vo 
nose and throat conditions depends on the intelli- 
gent interpretation of the history of the case, the 
course of the disease, the findings without the 
dogmatic, narrow, single method of attack.’ 
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Hyperthyroidism Associated With Malignant Tu- 
mors of the Thyroid Gland. George Crile, Jr. 
Surgery, Gynecology and Obstetrics, June, 1936. 


In two hundred and forty-nine cases of malig- 
nant tumors of the thyroid gland seen at Cleveland 
Clinic the first impression in about four per cent 
of the cases was that a hyperthyroidism was pres- 
ent. However, on closer study, in only two of thes 
instances was there any indication of hyperthy- 
roidism as based on such objective criteria as per- 
sistent tachycardia or elevation of the basal met- 
abolic rate in the presence of a history and physi- 
cal findings consistent wih hyperthyroidism. The 
author feels that the apparent hyperthyroidism in 
these two cases and in similar cases that have been 
reported by others were the result of one of two 
factors: (a) changes incident to an increase of the 
patient's vascular bed; or ‘b) simulation of hyper- 
thyrvidism by some systemic disturbance incident 
to the presence of enlarged malignant tumor or its 
metastases 

He gives a case history illustrative of the theory 
that stimulation of hyperthyroidism may be caused 
by an increase of the vascular bed. A malignant 
adenoma of the thyroid had resulted in a huge 
pulsating metastasis to the ilium. Although a force- 
ful tachycardia, an elevated metabolic rate, and a 
history consistent with that found in cases with 
hyperthyroidism were all present, in all probability 
he thinks the patient did not have hyperthyroid- 
ism, because the entire picture could be explained 


on the basis of increased circulation through the 
large vascular bed of the metastatic tumor 

A similar condition existed in a woman fifty- 
three years of age who had a hypernephroma of 
the left kidney. It was concluded that here again 
the increase of the vascular bed caused elevation 
of the basal metabolic rate, the persistent tachy- 
cardia and the increased pulse pressure 

There is great diversion of opinion as to the 
relative frequency of hyperthyroidism with malig- 
nant tumor of the thyroid. It is the author's belief 
that misinterpretation of symptoms suggestive of 
hyperthyroidism , or differences in the pathological 
interpretation of tissues removed at operation are 
responsible for this diversion of opinion. He then 
proceeds to point out some mechanisms by which 
a malignant tumor of the thyroid gland can pro- 
duce a clinical picture which closely simulates that 
of hyperthyroidism 

The type of tumor which attains sufficient size 
and vascularity to be able to produce systemic 
effects by over-taxing the circulatory mechanism 
as in the cases reported must be relatively rare 
It is nevertheless quite probable that a number of 
patients, in whom large vascular malignant thy- 
roid tumors and a secondary tachycardia were 
present have been thought to have been suffering 
from hyperthyroidism and have been reported in 
the literature as cases of hyperthyroidism asso- 
ciated with malignant thyroid tumors 

The other type of case in which the presence of 
a malignant tumor is apt to result in a clinical 
picture that can be confused with hyperthyroidism 
is seen when there are extensive systemic manifes- 
tations of malignant disease. This can be found in 
cases where malignancy involves organs other than 
the thyroid gland. It is not surprising that when 
the malignancy happens to involve the thyroid 
gland that hyperthyroidism is even more strongly 
suggested 

The author believes that great care must be ex- 
ercised in making a diagnosis of hyperthyroidism 
in the presence of generalized metastasis 

The basal metabolic rate in a recent series of 
thirty-three cases of malignant adenomas and of 
papillary carcinomas of the thyroid gland average 
plus 0.3 per cent. These two types of neoplasm are 
the most highly differentiated forms of thyroid 
malignancy and hence probably represent the types 
of tumor most likely to show functional activity 
Yet in only three cases was the basal metabolic 
rate above plus sixteen per cent. One of these three 
patients had an elevation of temperature «ssociat- 
ed with extensive pulmonary metastasis. The sec- 
ond patient suffered from dyspnoea secondary to 
trachial compression, the third was a case herein 
reported in which a large pulsating metastatic 
tumor was present in the ilium. In this series ol 
malignant tumors of the thyroid gland there was 
no consistent deviation from the normal! basal met- 
abolic rate 

In conclusion the author states that in two hun- 
dred and.forty nine cases of malignant tumors ol 
the thyroid gland, there was not a single instance 
of the indisputable co-existence of hyperthyroid- 
ism. The rareness of the association of these two 
conditions suggests that this association is largely 
co-incidental, the two diseases probably bearing no 
etiological relationship to each other. It must fol- 
low, therefore, that the diagnosis of hyperthyroaid- 
ism should be made with caution in the presence 
of a thyroid gland which has the characteristics of 
a malignant tumor, and that, conversely, the di- 
agnosis of malignancy should be made with equal 
hesitancy in cases in which there is unequivocal 
evidence of active hyperthyroidism 

LeRoy D. Long 
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Diseases of the Thyroid Gland. A Correlation of 
Clinical and Pathological Material. By Frank 
Glenn and Cuyler Y. Hauch, New York. The 
American Journal of Surgery, October, 1936, Page 
12. 

The increase in recent years in the number of 
patients operated upon for goiter, has enlarged our 
knowledge of the clinical manifestations of thyroid 
disease and has made available for study a large 
amount of pathological material. Separately and 
on the basis of their peculiar experience and ob- 
servations, the clinicians and pathologists have 
devised classifications of thyroid disease. These 
different types of classificaticn confuse the student 
encountering the problems of goiter. 


In 1931 the Committee on Nomenclature and 
Classification of Disease grouped all diseases of 
the thyroid, exclusive of malignant lesions, inflam- 
mation and the rarer types of disturbances, under 
four headings: non-toxic diffuse goiter, toxic dif- 
fuse goiter, toxic nodular goiter and non-toxic 
nodular goiter. The authors in reviewing the clini- 
cal findings in over three hundred cases of thyroid 
disease and studying the glands removed at opera- 
tion from these cases, found a definite relationship 
between the clinical picture and the pathological 
changes in the thyroid gland. The article sets forth 
some of the facts determined by this study for the 
purpose of grouping clinical and pathological data 
under the above four headings and thereby pre- 
senting a simple, concise conception of thyroid dis- 
ease. 

The classification of nodular goiter is simplified 
by emphasizing the nature of the individual nodule 

A differentiation is made between true adenomas 
and the so-called “fetal” adenomas 

Under each heading the authors give the clinical 
picture, the gross examination of the specimen, 
and the microscopic examination. Many previous 
attempts have been made to thus classify thyroid 
disease but many students of the disease, particu- 
larly clinicians, have been skeptical as to the pos- 
sibility of thus correlating the clinical and patho- 
logical material. At any rate this is a commendable 
effort and contributes to our understanding of the 
various forms of goiter LeRoy D. Long 


Morphine as an Aid in Diagnosing Acute Abdom- 
inal Affections. By Harry A. Singer, Chicago, Il. 
The American Journal of Surgery, October, 1936, 
Page 5. 


The author says that it is universally taught that 
morphine should not be administered io a patient 
with an acute abdominal affection until the diag- 
nosis has been established or at least until a de- 
cision as to whether or not to operate has been 
reached. The objection to the drug during the di- 
agnostic period is that the narcotic “masks” the 
clinical picture. As a matter of fact the only sign, 
symptom or laboratory test which is affected by 
the morphine is the pain and its related manifes- 
tations, principally rigidity and hyperesthesia. 

By virtue of the fact that the alkaloid relieves 
or moderates pain and removes thereby, in part 
at least, the abdominal wall resistance and the 
hyperesthesia, morphine is often most helpful in 
the diagnosis of acute abdominal affections. When 
the suffering of the patient is great, a trustworthy 
and adequate history cannot be obtained without 
first employing a narcotic to assuage the agony. 
When the physical signs are difficult to elicit or 
are equivocal the administration of morphine per- 
mits a much more satisfactory examination. After 
its administration a small or moderate size mass 
in the presence of diffuse rigidity accompanied by 
hyperesthesia can be made out; the point of local- 
ized tenderness can be more accurately determined; 


that portion of the abdominal wall which is most 
rigid can be determined; with relief of the spon- 
taneous pain the hyperesthesia is more or less re- 


moved permitting the examiner to determine the 


true degree of tenderness which is proportionate 
other things being equal, to the severity of the 
inflammation present. 

A disadvantage of the method is admitted by the 
author to be danger that a patient may be de- 
ceived by relief from pain. For this reason he 
thinks that care should be taken to apprize the 
patient of the selective effect of morphine on the 
pain and of its failure to influence the course 
of the disease. Another objection which might be 
raised against the use of morphine in the pre- 
diagnostic period is in the cases of intestinal ob- 
struction 

The procedure of the author is as follows: “The 
ordinary case is handled in the customary ‘nanner 
If, however, the patient is unable to cooperate in 
the taking of the history or in the making of the 
physical examination on account of the severity of 
the pain, a sketchy history is obtained and a pre- 
liminary examination made and the observations 
recorded. Morphine grains 1/4, or its equivalent 
dilaudid grains 1/20, is injected INTRAVENOUS- 
LY. The effect is very prompt and striking. An ade- 
quate history is now obtained and a complete, care- 
ful physical examination can be done. Observations 
made before and after morphine can then be com- 
pared.” 

In addition to aiding the examiner in arriving 
at a correct interpretation of symptoms, morphine 
administered early in the diagnosis period spares 
the patient the unnecessary suffering and renders 
him a better operative risk. Morphine is conceded 
to be one of the most effective therapeutic agents 
in counteracting the effects of “shock,” hemorrhage 
and also peritonitis. From what has been said it 
is quite clear that the author has not deprived him- 
self and his patients with acute abdominal affec- 
tions the benefits of morphine and in the words of 
Moynihan, “Many of us have been frightened of 
the drug, quite needlessly, for properly used its 
value is beyond question.” LeRoy D. Long. 


UTERINE PROLAPSE 
Methods of Treatment 


The four following articles appeared in The 
American Journal of Surgery, Gynecological Sym- 
posium Issue, September, 1936 


Vaginal Hysterectomy, Clamp Method, for Uterine 
Prolapse. By J. W. Kennedy, Philadelphia. Page 
428. 

The clamp method for doing vaginal hysterec- 
tomy is fully described and a great number of ex- 
cellent illustrations of the procedure are shown. 

Kennedy advocates this method on account of 
the great amount of retraction and contraction 
of all the sustaining structures of the uterus and 
cervix incident to the procedure. In the follow- 
ing quotation from the summary of the article will 
be his objection to the interposition operations 
and to all suture methods of vaginal hysterectomy, 
together with his ideas of the prime requisites 
essential in any procedure for treatment of uterine 
prolapse. 

“We further contend that no procedure which 
fails to elevate the bladder to normal position, 
will relieve the symptoms of a prolapsed uterus 

“That all interposition operations leave a ques- 
tionable organ from the standpoint of malignancy 
and do not sufficiently elevate the bladder in the 
presence of the prolapsed position of the uterus 

“The remaining uterus or any portion of it only 
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adds its weight to the congested and prolapsing 
vaginal fornix. 

“That any suture method of vaginal hysterecto- 
my shortens the vaginal canal, whereas, vaginal 
hysterectomy, clamp method, lengthens the same 

“The suturing of the sustaining ligaments of the 
uterus prevents the contraction and retraction of 
these structures which is the prime factor of suc- 
cess in vaginal hysterectomy, clamp method, fer 
prolapse of the uterus 

“Vaginal hysterectomy with clamps can be per- 
formed in one-quarter the time that the suture 
method requires 

“In prolapse of the uterus with a moderate de- 
gree of cystocele, the cystocele will be corrected 
without additional surgery when the uterus is re- 
moved by the clamps 

“We advocate vaginal hysterectomy, clamp 
method, for practically all dysfunction of the 
sterile and prolapsed uterus after the age of forty 
years.” 

He reports that they have had no fatalities from 
post-operative hemorrhage after this method of 
operation in the Joseph Price Hospital. Though 
there is no statistical presentation, he reports their 
results as excellent. 


Le Fort Operation for Uterine Prolapse. By Fred 
L. Adair and Laura DeSef, Chicago. Page 459. 


This operation is a partial colpocleisis and consists 
of a median obliteration of the vagina leaving two 
small lateral canals. 

It is particularly valuable in patients having re- 
current prolapse with history of one or more opera- 
tions prior to examination. It is also frequently 
of value in older women who are apt to present 
medical complications which increase the surgical 
risk. 

The limitations of this operation are well given 
in the following quotation: 

“The operation is obviously limited in its scope 
and can be used only in women well beyond the 
menopause. Since it obliterates the vagina except 
for two small lateral canals, it precludes the pos- 
sibility of further function of this structure and its 
use is, consequently, confined to those women who 
have passed the menopause, to those who are 
widows and to those to whom active sexual life is 
of no further importance.” 

The technic of the operation is briefly described 
and reference made to a more elaborate description 
in the August, 1936, issue of the American Journal 
of Obstetrics and Gynecology 

These authors report forty-five cases with “ulti- 
mate satisfactory results in 95.6 per cent of the 
patients.” 

(Note—In addition to the limitations given, one 
of the objectionable features of the operation is 
the fact that the cervical canal and cervix are en- 
tirely buried and cannot be visualized.) 


Treatment of Prolapse of Uterus by the Man- 
chester-Fothergill Operation. By Charles A. Gor- 
don, Brooklyn, N. Y., Page 464. 


The essential feature of this operation is the 
approximation of the parametrial tissue in front of 
the cervix together with anterior colporrhaphy 
with or without amputation of the cervix. Natur- 
ally a colpoperineorrhaphy is also employed. 

Though there is a rather long discussion of the 


fundamental anatomical variations in prolapse of 
the uterus and of the principles involved in this 


operation for its correction, the subject is epito- 
mized in one paragraph by the authors. 

“Anatomical discussions have needlessly compli- 
cated the subject, for clinical evidence is strong 
that shortening by approximation of the para- 
metrial tissue, whatever it may be called, will sta- 
bilize the cervix at a high level.” 

The technic of the operation is briefly given to- 
gether with the principal features of pre-operative 
and post-operative care 

“The advantages of the procedure are numerous 
“Selection of the operation does not depend upon 
the age of the patient. Palliative treatment of pro- 
lapse during the reproductive period is unnecessary 
as a fairly large number of women have been car- 
ried through pregnancy, labor and the puerperium 
without serious pathology or dystocia referable to 
the operation; in this period, however, best results 
are obtained when the cervix has not been ampu- 
tated. Poor risks need not be rejected, nor patients 
advanced in years, since the operation leads itself 
admirably to the use of local anesthesia. The men- 
strual function is not disturbed, provided the cer- 
vical canal has been dilated and sutures carefully 
placed about its opening when part of the cervix 
has been amputated. Any type or degree of pro- 
lapse, irrespective of the size of the protrusion, may 
be cured, in fact the operation is easiest when pro- 
lapse is complete. A great advantage of the opera- 
tion is the slight risk. Shaw, in 2293 cases over a 
period of twenty-seven years, has had but ten 
deaths, a mortality of 0.43 per cent.” 

The results of the operation can be ascertained 
as follows: “W. Fletcher Shaw, W. E. Fothergill, 
Alfred Gough, Herzfeld and Tod, and, in this 
country, Maier and Thudium and Gordon have re- 
ported large series of cases with unusually satis- 
factory end results of better than ninety-five per 
cent cures.” 


+ * * 


Vaginal Hysterectomy in Cure of Prolapsus Uteri. 

By N. Spoat Heaney, Chicago, Ill. Page 471. 

The essential features of this operation are the 
vaginal removal of the uterus and suture of the 
two stumps of broad ligament together beneath 
the bladder so that the bladder rests upon the pos- 
terior surface of the joined broad ligaments. Natur- 
ally, a colpoperineoplasty is performed in conjunc- 
tion with it. 

The technic of the operation is described:in detail 
with special emphasis given to the prevention ol 
recurrence of cystocele and rectocele 

A statistical survey of results is not given. 


COMMENT: The interposition operation is not 
described in this series of operations. It has objec- 
tionable features as do all of the other procedures 
described, but there is no question that it has dis- 
tinct advantages in particular individual patients 
and if the cases are properly selected and the pro- 
cedure properly done the end results are excellent 


In the minor degrees of uterine prolapse before 
the menopause, uterine suspension and colpoperi- 
neoplasty have a distinct field of usefulness. How- 
ever, in all the more pronounced cases of uterine 
prolapse before the menopause, it is my Opinion 
that the Manchester-Fothergill operation is a far 
superior procedure 

I have employed all of these operative procedures 
in the treatment of uterine prolapse except the 
clamp method vaginal hysterectomy. They all have 
definitely favorable features and they all have cer- 
tain objections and limitations. In the proper 
treatment of all cases of uterine prolapse there is 
a distinct place for each with careful adaptation 
of the procedure to the individual patient. It would 
seem evident that a surgeon operating upon uterine 
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prolapse should be qualified to choose from this 
entire group of different operative procedures. 


Wendell Long. 


Benign and Malignant Polyps of the Cervix Uteri. 
By Clyde J. Geiger, Chicago. The American Jour- 
nal of Obstetrics and Gynecology, September, 
1936, Page 465. 


In reading the literature the author found the 
incidence of primary carcinoma of a cervical polyp 
very rare. From January, 1932, through December, 
1935, at the Cook County Hospital Tumor Clinic 
there were thirty-two mucous polyps of the cervix 
in one of which there was a primary carcinoma. 
These thirty-two cases of mucOus polyp were found 
among two thousand and forty-eight gynecological 
cases admitted to the clinic. 


In discussing this short paper, Dr. Henry Schmitz 
called attention to the fact that polyps may assume 
peculiar cell formation. “It may be impossible to 
determine the primary origin of the cells or to 
render a definite diagnosis, especially with regard 
to malignancy.” 

COMMENT: The relative infrequency of pri- 
mary carcinoma in cervical polyp is well known. 
It is an interesting fact that the incidence of cer- 
vical polyp was so low in this large group of gyne- 
cological cases. It must be presumed that most of 
the cervical polyps were treated elsewhere in the 
county hospital. ‘ 

While primary carcinoma is rarely found in a 
cervical polyp, none the less it occurs frequently 
enough that removal of a cervical polyp without 
competent microscopic examination is an inde- 
fensible action. 

In these cases of which Dr. Schmitz talks where- 
in there are peculiar cell formations and it is not 
possible to render a definite diagnosis as regard 
malignancy, the course of medical attention to an 
individual patient is extremely important. Prior to 
any radical measures one or more additiona! 
pathologists should carefully examine the specimen 
and the surgeon should consult with them. 

Wendell Long. 


———Q——_—_—___—__—— 
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Technical Details in Skin Grafting. S. G. & O. 
September, 1936. J. Herbert Conway, M.D., New 
York. 


The author describes two methods of closing the 
donor site of small, deep skin grafts. These have 
been commonly called pinch grafts. He points out 
that the application of this method has been care- 
fully worked out. However, little attention has 
been paid to the area from which the grafts are 
taken. Some of the objections to pinch grafts are 
as follows: 

1. The formation of multiple small keloids at 
the site from which the grafts are taken. 

2. The cosmetic disfiguration caused by pigmen- 
tation or unsightly pallor of the skin at the points 
of excision of the grafts. 


3. The occasional infection of the areas from 
which the grafts are taken. This is usually due 
either to direct contamination from the granulat- 
ing wound at the time of the operative procedure 
or later contamination during dressing. Often it is 
almost unavoidable because of the proximity of the 


granulating wound to the area from which the 
grafts are cut. 

4. The slow rate of epitheliazation of the small 
areas of denuded skin seen often in diabetic sub- 
jects, debilitated patients, etc. It is frequently the 
case that the area grafted is completely epithelial- 
ized before the site from which the grafts have 
been cut has healed. 

The author describes two methods by which the 
above objections are in the main overcome. 

1. This consists of primary closure of the deep 
oval or circular skin defect by a single suture of 
fine silk. If the grafts are cut in linear succession 
then the healed suture line shows a slightly ir- 
regular linear scar. This method is particularly 
applicable to a case where only a few grafts are 
needed. 

2. This method consists of excising the area 
from which the grafts are taken by an elliptical 
incision. The incision includes the sub-cutaneous 
fat which is excised and discarded. The flaps are 
then undermined and the elliptical area closed by 
suture. 

COMMENT: There is no argument that the 
objections raised to the pinch grafts often obtain. 
However, this type of graft is not used except when 
a split graft cannot be used or secured. 

The methods of avoiding keloids and disfiguring 
marks following pinch grafts are to be recom- 
mended in some cases. 


A Study of Ulcerations of the Lower Extremity and 
Their Repair With Thick Split Skin Grafts. 
James Barrett Brown, M.D., F.A.C.S., Louis T. 
Byars, M.D., and Vilray P. Blair, M.D., F.A.C.S., 
St. Louis, Mo. 8S. G. & O., September, 1936. 


In a group of sixty-six patients sent into the 
hospital for repair of ulceration of the lower ex- 
tremity, we have made a study of the cause, dura- 
tion, and extent of the ulcers, and of the micro- 
scopic sections of the ulcers and the surrounding 
scar of epithelium. From these studies we have 
gained information that we fhink may be used to 
fortify our main premise of treatment, viz., that 
where a large amount of skin has been lost, the 
best repair will be by the replacement of normal 
skin. 

CAUSES: Many different causes of ulceration 
have been found but there is a surprisingly small 
percentage of pure varicose ulcers. This may be 
taken as an indication of good results obtained 
(by other workers in the Washington University 
Surgery Dispensary) in the varicose cases by con- 
servative methods. (See tabulation of causes.) 

DURATION: The longest duration of contin- 
uous ulceration was twenty years, in a woman who 
had dressed three huge open areas every day over 
this entire period. The cause, in this patient, was 
thought to be luetic, ingrafted on a varicose basis, 
or vice versa. Another interesting duration was of 
seventeen months following a loss of practically 
all the skin of the legs in a gasoline fire and dur- 
ing which time the patient had spent twelve hun- 
dred dollars on a single patent ointment. 


SURFACE EXTENT AND DEPTH OF ULCERA- 
TION: SPONTANTOUS EPITHELIAZATION 
If there is complete circular loss of skin, spon- 

taneous epitheliazation is very greatly retarded, 
and there may be a complete lack of growth from 
the lower epithelial edge. If just a little bridge of 
normal skin is left through the full length of the 
leg, spontaneous epitheliazation may occur very 
rapidly and occasionally give a permanent bearing 
surface. There is, however, a tremendous individ- 
ual variation in the rate and possible extent of 
surface healing in these patients. 








ee eS Se Se Ve 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 419 


Four patients in this group had complete circu- 
lar loss of skin in both legs; two had similar loss 
in one leg. Two of these died before any spon- 
taneous epitheliazation could be obtained and be- 
fore they could be gotten in condition for opera- 
tion, except for small deep grafting. The others 
are well. 

Deep ulceration, involving tendons and areas 
where dead bone is exposed, occurring mainly along 
the tibia and about the ankle, cannot be expected 
to heal; furthermore, repairs cannot be successful 
until the necrosed tendons and bone have com- 
pletely separated. 

There is a group of patients who never produce 
any real granulations on the ulcer bed, but con- 
tinue to have a dirty gray or yellowish glistening 
base. We have been unable to overcome this in 
several patients but have found that this base can 
be removed and successful grafting done. More 
troublesome is the lesion that has developed an 
excessively thick, dense scar, the removal of which 
carries one down to bone or tendon; and perhaps 
still more hazardous for a successful repair is the 
occasional lesion that has a deep edema under the 
ulcer base, suggesting possibly the beginning of an 
elephantiasis. 

Spontaneous healing of permanence cannot be 
expected in ulcers due to arterial disease or to 
excessive radiation. 


Table of Causes and Duration of Ulceration 


Total Cases 66 
Burns 20 


Open ulceration present from one to two 
years, the time since the burn as high as 
thirty, thirty-two, thirty-threee, thirty-five, 
and fifty-five years. 

Varicosities 6 
One of these patients, with complication 
of syphilis, had huge open ulcers that she 
dressed every day for twenty years. One 
man had ulcers open for the greater part 
of twenty years 


Hemolytic streptococcus infection 4 
Osteomyelitis b 
Ulcers of eight, ten and thirteen years du- 

ration. 

Trauma 5 
One ulcer, open thirteen years 

Syphilis 1 
See varicosities. 

Arterial vascular disease 3 


Exact type of lesion undetermined in all 
three patients, two ulcers open for ten 


years. 
Compound fracture + 
One ulcer open for eleven years. 
Radium 1 
X-Ray 2 
Diabetic arteriosclerosis 1 


Ulcer open and closed for forty-four years. 
Pressure necrosis (cast) 1 


Irritative (chemical) 2 
Rapid and widespread destruction of skin 
following use of patent ointments, presum- 
ably containing phenol 

Malignancy, post-operative 1 

Phlebitis 2 
One ulcer open thirteen years 

Benign tumors 2 

1 


Factitious 
Supposedly eighteen years duration follow- 


ing injury. 
Unclassified 


bo 


POSSIBLE FAILURE OF PERMANENT HEALING 
FROM SPONTANEOUS EPITHELIAZATION 
OVER LARGE AREAS 


The “scar” epithelium that covers these defects 
spontaneously under conservative treatment may 
give a permanent bearing surface in some instances, 
especially if the area is not too large, but it is not 
normal skin and can be easily traumatized with 
recurrent ulceration and very slow healing result- 
ing. 

This epithelium creeps across the scar base, does 
not contain hair glands and does not have normal 
derma to attach it to the base. Slight infection or 
trauma may cause widespread denudation of this 
thin, flat “scar” epithelial growth. 

This type of healing, especially over the tibia 
and about the ankle may be a source of great an- 
noyance to the patient, and, in many instances, 
we have recommended its replacement with nor- 
mal skin by the use of free thick split skin grafts 
Voluntary statements have been made several times 
by patients that later injury to these grafts was 
followed by normal healing 

There may be fairly well maintained surface 
healing with this “scar” epithelium and yet there 
may be a general tightness and even constriction 
of the tissues. In this event the area can be made 
much more comfortable by simply opening it, al- 
lowing relaxation and covering the resultant de- 
fect with thick split grafts. 

Where there are wide areas of “scar” epithelium 
the result of spontaneous healing, it has been recog- 
nized and explained to these patients that before 
they are free of their trouble, the skin of the entire 
leg may have to be replaced. This, of course, occurs 
most often in the varicose cases and it is important 
to follow these patients closely if healing is to be 
maintained. It is also true that the areas surround- 
ing the ulcer improve, at least temporarily, when 
the ulcer is repaired. 


REPAIR OF LEG ULCERS WITH THICK 
SPLIT GRAFTS 

The foregoing observations may be taken as vin- 
dication of our original premise—that large sur- 
face losses are best repaired with normal skin. In 
fifty-nine cases we have elected to excise the ulcer 
and cover the defect with free thick split skin 
grafts, for the following reasons: (a) They can 
be obtained in large amounts rapidly and easily 
In one patient one hundred and twenty-eight 
square inches were covered at one time and one 
graft was obtained eighteen by five inches, and in 
another patient almost the entire lower leg was 
covered at one operation. (b) They may be gotten 
of suitable thickness to give normal appearance 
and a normal bearing surface that will withstand 
transplantation into a contaminated field. (c) Be- 
cause of general ease of handling, large areas in- 
cluding unstable surrounding scar epithelium are 
more apt to be grafted. This is especially import- 
ant where an entire leg may have to be covered 
before the patient is through. (d) The post-opera- 
tive care both for the patient and for the surgeon 
is relatively easy. (e) Any secondary operations 
can be done early. (f) The use of any type of full 
thickness graft is not thought necessary 

Qualifications of this choice of thick split grafts 
may, of course, be made: (1) Piinch grafts or small 
deep grafts may advantageously be used without 
hospitalization in some instances, or in patients 
unsuited for any other type of repair. These were 
used once in this series after failure of a split 
graft because of a mistake in technique. (2) Double 
pedicle or sliding flaps may be used, in osteomye- 
litis cases, to insure a thicker covering over the 
tibia. (3) Individual preference of the surgeon for 
some type of full thickness graft which, if suc- 
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cessful, will of course, give as satisfactory a re- 
sult as the thick split graft. 


PRELIMINARY PREPARATION OF THE 
PATIENT 

It is unnecessary to mention that any causative 
factors should be controlled if possible. Improve- 
ment in circulation and control of infection are 
probably the most important early steps. If the 
patient comes in with dirty wound and surround- 
ing area, he is usually given soap, water, and brush 
and asked to do the best he can in the bathtub. 
Ointments or cold cream may be used if necessary 
to loosen crusts and heavy keratin deposits, and 
general surface debridement is carried out. Con- 
tinual wet dressings either of saline or Dakin’s 
solution are then kept on the area, with the pa- 
tient in bed and the leg elevated most of the time; 
many different antiseptics have been used and it 
is perhaps best to use some mild application at the 
time of each dressing, such as five per cent gen- 
tian violet or other of individual choice. Very fine 
mesh bandage gauze or old linen placed next to 
the wound is of greater benefit than the usual 
coarse mesh dressing gauze. In the extensive areas 
and in badly infected patients, the continuous sa- 
line bath is used for one to three hours a day. 

Elastic pressure bandages are frequently used 
and this pressure may improve the entire aspect of 
the leg within twenty-four to forty-eight hours. 
These preliminary pressure dressings may even be 
substituted for bed rest over several days’ time. 


LOCAL CONTRA-INDICATIONS TO OPERATION 


No patient is operated on with any evidence of 
cellulitis or edema anywhere, and the patients have 
been kept in bed as long as three weeks before 
operation. It is, of course, hoped that the ulcer 
might be sterile but it is doubtful if one of any 
size is ever entirely free of contamination. Routine 
pre-operative cultures are not done, the readiness 
of the wound for grafting being judged by its ap- 
pearance, but, if the lowly pyocyaneus is known 
to be present, it is best to delay operation until 
this is controlled, for it is extremely harmful to 
the growth of free skin grafts. Up to the present 
time we have found that bacillus pyocyaneus can 
best be controlled by frequent painting with strong 
solutions of the dyes (gentian violet and methyl- 
ene blue) or the proprietary mercurials, plus the 
copious use of soap and water. The standard use 
of hydrogen peroxide and acetic acid has been of 
little value in our hands. It is also very important 
that any active ringworm infection be controlled. 


PREPARATION OF ULCER AREA AND APPLI- 
CATION OF GRAFT AND DRESSING 


Local preparation is done with soap, water, ether, 
and two per cent iodine. The ulcer edge and base 
is excised down to a suitable bleeding surface, by 
undercutting (never scraping) with a knife, care 
being used to not expose bone or tendon; and ad- 
jacent thin “scar” epithelium is removed with the 
knife and the resultant defect is bound firmly with 
saline gauze after any necessary bleeders have been 
tied with very fine silk. 

Thick split grafts of one-third to three-fourths 
the thickness of the skin are obtained, usually with 
the aid of the suction retractor, from the same 
or opposite thigh, if possible in one piece large 
enough to cover the whole defect. 


The graft is applied directly to the base, slightly 
overlapping the edges, and whipped or basted along 
the edges with running horsehair sutures; more 
running mattress sutures through the surface of 
the graft bind it down to the bed of the defect. If 
more than one graft is used, their edges are over- 
lapped. Multiple stab holes are cut in the graft io 
allow for drainage. Several layers of wet gauze are 


smoothly applied and tubes for irrigation are in- 
corporated; good firm pressure is obtained with 
moist marine sponges fixed in place with the free 
use of gauze rolls and bandages. Large pads usually 
suffice for fixation of ankle and knee movements. 


POST-OPERATIVE CARE: The original dress- 
ing is kept wet with saline introduced through the 
irrigation tubes. After a good many observations 
we have concluded that the use of the continual 
wet dressing gives a better chance of “take” than 
a dry or a grease dressing. This conclusion has been 
arrived at in spite of the apparent “messiness” and 
objectionable odor and in spite of active opposition 
to the idea by others (and even by ourselves). 


After four days the first dressing is done, the 
sutures are removed and the overlapping edges 
trimmed away carefully. One per cent silver ni- 
trate, five per cent gentian violet or some other 
mild antiseptic is gently painted over the edges and 
surface. The graft and surrounding areas are usual- 
ly found so clean that wet dressings are no longer 
necessary and one or two layers of fine mesh gauze 
impregnated with four per cent xeroform, five per 
cent scarlet red or five per cent zinc oxide, is ap- 
plied. A good firm pressure dressing is put over this 
and any necessary joint fixation is continued. 


If there is fluid, pus or blood under the grait, 
it is evacuated through new small openings; if 
there is evident loss of any area with a gross 
amount of pus around it, the dead graft is trim- 
med carefully away; if there is bacillus pyocyaneus 
infection present, the whole surrounding area is 
washed with soap and water; if an active fight is 
begun immediately and carried on over several 
days, much surface area can be saved. Antiseptics 
are used locally, fine mesh gauze is applied smooth- 
ly over the whole area, and a wet dressing is re- 
applied. Adequate irrigation with Dakin’s solution 
or saline is maintained to insure continual wetness, 
and the dressing is carefully changed each day. In 
three cases in this series it was necessary to repeat 
the operation because of primary loss of graft. 


After a few days, in clean cases and as soon as 
infected cases have become clean, the usual grease 
gauze or sterile cold cream is used over the area 
and, after suitable padding is in place, an elastic 
bandage is applied. Walking should be prohibited 
for two weeks and activity curbed for another 
week or two after this. 


The patient is sent home with the elastic ban- 
dage in place to be worn while up and around 
until no cyanosis appears in the graft during ac- 
tivity. If this continued pressure is neglected, there 
may even be small hemorrhages under, and into, 
the graft. 


If the graft is directly over the shin or ankle, 
it should be further protected with padding for 
several weeks. 

A source of annoyance in some patients is the 
collection of sebum in and under the graft; this 
cecurs first as small raised lumps and, when recog- 
nized, these should be evacuated by a fine opening 
over them. If this is not done, these areas may be- 
come infected as an ordinary pimple and the pus 
may dissect under the graft and actually cause 
some surface loss. 


If the base obtained at the time of removal of 
the ulcer has been a very avascular one, there may 
be a good early “take” of the graft and then later 
some may be lost, apparently from an actual lack 
of blood supply. In these cases and in others where 
there may be open areas or loss of surrounding scar 
epithelium, conservative treatment with elastic 
bandages over the dressing or elastic adhesive 
strapping is used until there is healing or it is 
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recognized that another operation will definitely 
be needed. 
RESULTS OF TREATMENT 
Free thick split skin grafts were used in the re- 
pair of sixty-two patients: fifty-nine direct re- 
placements after excision of ulcers; three to cover 
defects left from flaps. 


~ 


Operation—Patients healed from one to six 
years 31 
1 Operation—Patients still under observation 7 
1 Operation—Healed but patients cannot be 
traced 4 
1 Operation—Patient dead from malignancy.. 1 


2 Operations—Patients healed from one to 

seven years 12 
2 Operations—Untraced 3 
3 Operations—Patients well one and one-half 


to eight years 

3 Operations—Patient still under observation 

Amputations definitely have been avoided 

Malignancy probably avoided 

More than one operation required because of 
primary loss of graft 

More than one operation required because of 
late ulceration of graft; one was x-ray and 
one was arterial disease plus x-ray burn 3 
Second operation required because of break- 
down in adjacent scar. In all others with 
more than one operation, subsequent opera- 
tions were required because the extent of 
the lesion prohibits doing complete repair 
at one time or because both legs were in- 
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volved. 
Patients died before repair could be done 2 
Repair accomplished with sliding flaps, pa- 
tients well 2 


Percentages of cures are misleading because it 
is recognized that many patients may develop an- 
other ulcer at any time; however, it is probable 
that all patients can be kept well if they will re- 
port for treatment, and therefore, we do feel that 
the untraced and the patients still under observa- 
tion should be counted against the healed cases. 


COMMENT: This article has been transcribed 
very much as it was written. The reduction of 
words in an article of this type is very difficult. 


It is well established that long standing ulcers 
are best treated by the supplement of skin whether 
the graft be a small pinch graft or a small split 
graft, depending a great deal on the type of case 
at hand. 


One thing that is noted by men doing this work 
is that the placing of normal skin in any ulcer area 
seems to stimulate a great many cases to better 
epitheliazation. 


One must be acquainted with the pre-operative 
care, the preparation of the patient, the details 
of the application of the graft and the after care, 
to secure satisfactory results. 


At the Crippled Children’s Hospital, we use grafts 
of all types in long standing ulcers. The most 
common graft used is the small pinch graft or the 
small split graft. 

The authors are to be complimented on the thor- 
oughness of the article as well as the fine results 
obtained. 
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Rotary Dislocation of Atlas on Axis. J. O. Rankin. 
American Journal Surgery, Vol. XXXII, No. 27, 
April, 1936. 


The author adds nine new cases of this disloca- 
tion which he believes is more frequent than is gen- 
erally indicated. The mechanism is usually a mild 
force or twisting of the head with a resultant tear 
of the capsular ligament and dislocation of one 
of the atlantal facets. Symptoms are severe pain 
in one or both sides of the neck and inability to 
rotate the head, with tilting of the head toward 
the dislocated side. Palpation reveals the spinous 
process of the axis on the opposite side of the 
midline toward the side to which the chin is rotat- 
ed, and straightening the head increases the de- 
viation of the axial spine from the midline. Satis- 
factory roentgenograms are often difficult to ob- 
tain because of the position which pain causes the 
patient to assume. In eight of the cases reduction 
was by means of the jury-mast. Open reduction is 
difficult and rarely necessary. Casts were applied 
and retained for from five to eight weeks. In cases 
where manipulation is used the Walton method 
is preferred. 


Three Cases of Fracture Resulting From Electric 
Shock. H. Jackson Burrows. British Journal Sur- 
gery, Vol. XXIV, No. 159, July, 1936. 


Three instances of fracture of the upper end of 
the humerus, occurring as a result of non-fatal 
electric shock, are cited. 

The first patient was a barber who received a 
shock while handling a vibro-massage machine. 
The next day he complained of severe pain in his 
shoulder. Nine weeks later a roentgenogram showed 
a crush fracture of the head of the humerus. 

In the second case, the injury was from a shock 
by an electric kettle, followed by a fall. It was not 
certain whether or not the fall contributed to the 
avulsion and fracture of the greater tuberosity of 
the humerus, which roentgenographic examination 
revealed. 

In the third instance, the patient fell against a 
water tank while carrying an electric lamp. Roent- 
genograms showed an impression fracture of the 
humeral head opposite the glenoid. 

It is suggested that the fractures were caused by 
the violent uncontrolled contraction of the shoul- 
der muscles. The question is raised whether the 
passage of the current through the bones was a 
factor. 


Adhesions of Joints and Injury. R. Watson Jones. 
British Medical Journal, 1, 1925, May 9, 1936. 


The author states that the conditions under 
which adhesions form around the joints consti- 
tute one of the fundamental problems of fracture 
treatment. It is a problem which is frequently mis- 
understood. 

Joint stiffness after injury is due to adhesion 
of the capsular plications, which in turn, is the re- 
sult of organization of any exudate in the peri- 
articular tissues. In fact, it is the recurrence and 
persistence of serofibrinous exudation which pro- 
vides the key to the problem of adhesion forma- 
tion. Frequently the source of the exudate is extra- 
articular, as the joint itself is normal. 

The following factors, several of which may 
occur in the same case, are considered responsible 





422 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


for continued or recurrent exudation: (1) disuse 
with continued venous stasis, (2) recurrent oedema, 
(3) the recurrent trauma of immobilization in a 
position of strain, (4) continued infection near a 
joint, and (5) the continued irritation of foreign 
bodies near a joint. 


Immobilization in itself is not a major factor in 
the development of adhesions when uncomplieated 
by other factors. Any adhesions formed are the 
result of venous stasis. Once a patient resumes 
active use of the part, recovery of norma! function 
occurs. 

The author emphasizes the serious disability that 
follows the presence of continued oedema in a 
limb which is immobilized. “There is no more 
potent factor in adhesion formation, for oedema 
is the glue of which adhesions are made.” Swelling 
is controlled by external pressure and active mus- 
cle exercise. 

The author particularly denounces passive 
stretching and exercise, since such therapy results 
in a continual recurrent traumatic exudation, with 
the formation of fresh adhesions. 


Under the heading “Foreign Bodies Near Joints,’ 
the use of skeletal traction near joints is con- 
demned particularly, because where the foreign 
body (pin or wire) penetrates the skin there is the 
possibility of a low-grade infection. This infection 
may be of miinimal degree and may show no ex- 
ternal signs, but it is the cause of continued exu- 
dation in neighboring tissues, and hence of ad- 
hesions which are much more resistant than the 
adhesions of simple immobility. Again, in contrast 
to fracture experience in this country, the author 
states that the factors noted account for the fre- 
quency of permanent stiffness of joints when ar- 
ticular fractures are treated with wires and screws. 
For example, he believes that olecranon fractures 
treated by internal wire fixation usually exhibit 
permanent limitation of extension movement, be- 
cause the wire is associated with a low-grade in- 
flammatory reaction, and the resultant irritative 
serofibrinous exudation gives rise to peri-articular 
adhesions which are particularly resistant. 
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By HUGH JETER, M.D., F.A.C.P., A.S.C.P. 


Progress in Internal Medicine. Infectious Diseases: 
Review of the Current Literature. Hobart A. 
Reimann, M.D., Philadelphia. Archives of In- 
ternal Medicine, Vol. 58, No. 2, August, 1936. 


In this review the author has reviewed most of 
the recent work on various and many different in- 
fectious diseases. 

Attention is called to a report of an epidemic 
of malaria in Ceylon, beginning in 1934, in which 
by June, 1935, 1,500,000 persons of the 3,100,000 in 
the wet zone were infected. There were 90,000 
deaths, which was more than double the usual 
number of deaths from malaria in this section of 
the island. In other regions the death rate from 
malaria was about one-third more than usual. This 
unprecedented outbreak was attributed to abnormal 
weather conditions. In the wet zone the region is 
densely populated, the rivers are almost always 
full and the conditions are usually unfavorable 
for the breeding of Anopheles mosquitoes. In the 
so-called dry zone malaria is endemic. The season 
after April, 1934, was unusually dry, so that many 
of the flowing streams became a series of puddles, 


which were somewhat replenished by light rain- 
falls in July and October, thus furnishing suitable 
pools for mosquito breeding. In Ceylon eighteen 
varieties of Anopheles are found, which breed only 
in the dry zone. 

Quinine therapy was successful in general, but 
relapses frequently occurred. Quinine sulfate and 
quinine bisulfate were most commonly used. Plas- 
mochin and atabrine were used only when condi- 
tions provided the opportunity for constant ob- 
servation, because of the liability of untoward side- 
effects. When atabrine was used, two injections 
usually sufficed, but similar results were obtained 
also with two intramuscular injections of quinine 
hydrochloride. The impression was gained that re- 
lapses after the use of atabrine by mouth were less 
frequent than after long continued treatment with 
quinine and that both procedures were better than 
two parenteral injections of atabrine. 


The Preservation and Concentration of Human 
Serums for Clinical Use. Stuart Mudd, M.D., Earl 
W. Flosdorf, Ph.D., Harry Eagle, M.D., Joseph 
Stokes, Jr.. M.D., and AIMS C. McGUINNESS, 
M.D., Philadelphia. Journal A. M. A., Vol 167, 
No. 12, September 19, 1936. 


As a result of the recent demand for blood serum 
from convalescents and also from healthy adults 
in the treatment, both prophylactic and curative, of 
various diseases of childhood, there is considerable 
demand for human blood serum. The difficulty of 
securing sufficient amounts when needed has led 
to various methods of collecting and preserving it. 


In this connection the authors report concern- 
ing the organization work of The Philadelphia 
Serum Exchange which was established in the 
spring of 1934. 

The work of pooling and processing was done 
at the beginning in the department of bacteriology 
but for the past two years has been conducted at 
the Mulford Laboratories of Sharp & Dohme 
through the courtesy of the director, Dr. John 
Reichel, and Mr. John S. Zinnsser, president of 
Sharp & Dohme. The serum obtained on any given 
day is transferred to pyrex bottles and rapidly 
frozen in a bath of dry-ice in methyl] cellosolve. 
The frozen serum is stored in a refrigerating vault 
at from -12 to -15 C. until serum from thirty to 
ninety donors has accumulated. All is then thawed, 
mixed and filtered through a Berkefield W filter 
The filtered serum is distributed sterilly into the 
final containers and there frozen and _ lyophile 
processed. Sterility tests are conducted on the fil- 
tered serum in accordance with the requirements 
of the National Institute of Health, and the serum 
is not released until sterility has been demon- 
strated. 

The lyophile process of preservation is being 
used and is described as follows: Briefly, the serum 
or other biologic material to be preserved is dis- 
tributed with sterile precautions into glass con- 
tainers. These are immersed in a bath of dry-ice 
in a commercial solvent (methyl cellosolve) at a 
temperature of approximately -75 C. The contain- 
ers of the frozen serum are attached to a manifold 
which leads through a condenser to a vacuum 
pump. The condenser is kept at -75 C. with a bath 
of dry-ice in the same solvent. The whole system 
is rapidly evacuated and held at a pressure below 
0.05 mm. of mercury by the vacuum pump. Water 
vapor evaporates from the frozen serum to be 
trapped as ice in the condenser; the rate of evapo- 
ration is sufficient to keep the serum frozen 
throughout the process of disiccation. The contain- 
ers are sealed without breaking the original vac- 
uum. Storage for prolonged periods should be at 
refrigerator temperature. The light porous residue 
of serum solids quickly and completely dissolves 





ir 








JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 423 


in distilled water to regenerate a serum the potency 
of which is not detectably different from the origi- 
nal serum. This procedure has been termed the 
“lyophile” process. 


SUMMARY: The clinical usefulness of human 
serums has been considerably broadened by the 
development of methods for their preservation and 
concentration. Convalescent serum may be collected 
at times of epidemic prevalence and held until 
needed. Donors may be specifically immunized and 
their serum harvested for later use. Pooling on a 
large scale, for the purpose of augmenting poly- 
valence, is facilitated. 


———e O—- a — 
Physiologic Effects of Benzedrine 


Myerson, Loman and Dameshek (Am. J. Med. 
Sci., Oct., 1936), report on the physiological effects 
of the sympathomimetic amine, benzyl methyl] car- 
binamine (“Benzedrine”’) in adult humans. Admin- 
istered parenterally in varying doses the average 
rise in systolic blood pressure was 29 mm. of mer- 
cury. The height of blood pressure was attained in 
an average time of forty-six minutes and reached 
its normal level two to eight hours after adminis- 
tration. Orally in rather large doses (40 mg.) the 
blood pressure increases were nearly identical with 
those after parenteral administration except that 
the action was delayed. Atropine when combined 
with Benzedrine markedly enhances its effects. 
A parasympathetic stimulant, mecholyl, when given 
with or during the period of Benzedrine action, 
exerted its depressor effect over a shorter period, 
temporarily nullifying the action of Benzedrine 
without being antagonistic to its continued pro- 
longed action. Benzedrine has a definite stimulat- 
ing action on the central nervous system as shown 
by the shortening of sodium amytal narcosis. A 
marked rise in both white and red blood cells, with 
a lowering of color index, was usually found. These 
increases were apparently mechanical and of no 
clinical significance. The authors state that they 
did not observe an increase in basal metabolic 
rate or blood sugar. Reference is made to the good 
effects of Benzedrine in lowered mood and in cer- 
tain fatigue states; these are the subject of a 
separate study, as is the drug’s action in relaxing 
gastro-intestinal spasm 
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FOR SALE AT A BARGAIN 


Brand New Wappler Model F. Endotherm Equip- 
ment on Mobile Table; consists of Endotherm Unit, 
Mobile Table, and all accessories, including two 
Light High Frequency Cords, one Simplex Foot- 
switch with cable, one Ward Acusector Handle, 15 
Acusectors and one Single Pole Theraclamp. This 
apparatus is arranged for operation on 110 volts, 60 
cycles, alternating current. List $432.00. Close-out 
price $325.00. Write Riggs Optical Company, Mer- 
chandise Mart, Chicago, Illinois. 


SPECIALTY SALESMEN—We are looking for the 
highest type of specialty salesmen to introduce the 
UTERECTORS to physicians all over the country. 
If you are interested in adding to your income by 
handling this favorably received appliance, please 
communicate with us for further details. The Bley 
Corp., 715 Lake St., Chicago. 


WANTED—A physician with some interest and 
preferably some experience in psychiatry to serve 
as full time resident physician. Duties will include 
routine laboratory work. Must be single or un- 
encumbered. Salary and maintenance. Write full 
particulars before telephoning or making personal 
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FOR SALE—Practically new General Electric Fever 
Therapy Equipment. This unit is complete. Will 
sacrifice for cash. Write Mrs. Claire Edgerton, 
323 N. E. 14th St., Oklahoma City, Okla 


PRACTICED in Bristow, Oklahoma, for 15 years, 
left on account of appointment as Medical Director 
for insurance company. Good proposition for good 
doctor. J. Clay Williams, M.D., 207 Philcade Bldg., 
Tulsa, Oklahoma. 


LOCATION FOR YOUNG PHYSICIAN 
Owing to the death of Dr. W. O. Dodson, there is 
a community of approximately 1,500 people in and 
around Willow, Oklahoma, which would be the 
clientele. Dr. Dodson also owned the drug store in 
the town of Willow, Oklahoma. See Mrs. W. O. 
Dodson, Willow Oklahoma, for office space, office 
fixtures, instruments, etc. 
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